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road to weight loss, may also lead to constipation or bowel irregularities. 
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or correct constipation in the dieting patient. Metamucil also promotes 
regularity through “smoothage’’ in all types of constipation. 
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abstracts 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


166. Dissolution Effect of Human Fibrinolysin on Preformed Venous Thrombi in 
Dogs. R. RANDOLPH BRADHAM AND W. H. LEE, JR., Charleston, 8. C. Surg., 
Gynec. & Obst. 772:295-298, March, 1961. 


A series of experiments were carried out to determine the dissolution effect of 
fibrinolysin on early thrombus formation in the femoral veins of dogs. Thrombi 
were formed by passing a 10 milliampere current through the wall of the vein for 
one hour. In all, 47 dogs were used. They were divided into groups so that differ- 
ent dosages and schedules of administration could be employed. One group con- 
sisted of a control series. A control was obtained on each dog by sacrificing the 
right femoral vein at 24 hours post thrombosis and before infusions of fibrinolysin 
were begun. The results indicated that the thrombi were not dissolved consistently, 
but that this enzyme does have dissolution properties, especially when the thrombus 
is bathed directly with high concentrations. Combining the administration of 
fibrinolysin and heparin did not improve the dissolution effect. Because the 
enzyme does exhibit some dissolution potential, its further evaluation clinically 
and in the laboratory is certainly warranted. 4 references. 2 figures.—Author’s 
abstract. 


The experimental data presented by the authors are interesting bul the translation 
into clinical application is difficult, as are nearly all the reported studies on fibrinolysin. 
The fact that the thrombi were not fully dissolved was significant, and also that the 
combination with heparin did not potentiate the fibrinolytic activity—Edwin H. 
Ellison. 


167. The Etiology and Therapy of Acute Pyogenic Parolitis. JOHN S. SPRATT, JR., 
St. Louis, Mo. Surg., Gynec. & Obst. 772:391-405, April, 1961. 


The case histories of 178 patients treated for acute pyogenic parotitis in St. 
Louis hospitals between 1911 and 1959 are reviewed. The statistical analysis of 
the septic complications and lethality subsequent to the different methods of 
therapy employed during these 49 years indicated that no method significantly 
altered the natural history of acute pyogenic parotitis with the single significant 
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exception of external drainage for pyogenic parotitis caused by Slaphylococcus 
aureus. The argument is presented that acute pyogenic parotitis results most 
frequently from the accidental contamination of Stensen’s duct with a pyogenic 
gram-positive coccus during a period when physiologic salivation is depressed by 
dehydration, acute surgical trauma, or a severe primary illness. The reaction 
produced by the contaminating bacteria varies from mild transient edema to 
massive edema with glandular necrosis, suppuration, and blood stream invasion. 
The milder cases may be expected to subside with specific antibiotic therapy and 
the return of physiologic salivation. The more fulminant cases of acute pyogenic 
parotitis caused by antibiotic-resistant Staph. aureus frequently require early 
surgical decompression of the parotid space to prevent progression of the bacterial 
invasion. 12 references. 5 figures. 8 tables.—Author’s abstract. 


Stimulated by this paper, John Amberg and Alphonse Richter have reviewed the 
medical records of 74 patients with acule parolitis treated by radiation therapy during 
the past 10 years at the Milwaukee County Hospital. Sixty-two of the 74 patients 
were more than 65 years of age, and 8 were more than 85 years of age. Infection oc- 
curred in postsurgical patients in more than ¥% of the patients (38 of 74) and the 
majority were classified as being in very poor general condilion. Radiation dosage 
varied from 300 to 900 roenlgens in air, i.e., 100 roentgens in air daily. The swelling 
subsided and the tenderness diminished in all patients treated for at least five days; 
however, the criteria of response did not correlate with patient survival. All told, 32 
of the 74 patients died, usually during or within ore week of therapy. The cause of 
death, in most instances, was directly related to the underlying debilitating process. 
Surgical drainage was considered necessary in only 2 of the radiated patients and with 
one death. A third patient drained spontaneously. These workers are of the opinion 
that the radiation therapy was nol harmful. Certainly it was of definite value prior 
lo the availability of antibiotics and will probably continue to be useful as an adjunct 
method of treatment.—Edwin H. Ellison. 


168. Intestinal Decompression: Use of a Long Tube with a Coiled Spring for Relief 
of Distention Without Enterolomy or Enterostomy. ARNOLD 8. LEONARD, DE- 
METRE NICOLOFF, WARD O. GRIFFEN, JR., HARLAN D. ROOT, PETER A. SALMON, 
AND OWEN H. WANGENSTEEN, Minneapolis, Minn. Surgery 49:440-449, April, 
1961. 


Decompression, however achieved, has been and will always remain the main- 
stay of treatment for intestinal obstruction. Previous attempts at intestinal in- 
tubation during surgery relied on enterotomy, enterostomy, or advancing a tube 
manually from the ligament of Treitz, imparting trauma to the bowel. The main 
deterrent in achieving rapid intubation of the entire intestine has been the inability 
to remove a long stylet from plastic tubes, due to the binding frictional forces. A 
long intestinal tube 10 feet in length has been devised using a coiled spring of fine 
stainless steel 8 feet distally and soft tubing 2 feet proximally in combination with 
a number 17 music wire stylet. The coiled spring overcomes the frictional force 
and allows easy removal of the stylet after intubation of the small intestine. The 
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soft portion of the tube allows comfort in the nasopharynx, the latter portion 
being brought through the nasal passage at the termination of the procedure. 
Successful rapid intubation of the entire small intestine using the long tube de- 
scribed has been accomplished in 18 of 21 clinical trials. It is believed that this 
method may come to serve surgeons usefully in their attack upon bowel obstruc- 
tion. 3 references. 8 figures.—Author’s abstract. 


The operative treatment of intestinal obstruction follows well-specified, broad, general 
patterns. Refinements of technique, however, are continually being discussed pro and 
con throughout the medical literature. Those of us who have had difficulty passing a 
lube like a wet noodle through dilated bowel to decompress it will be much interested 
and want to try the method described. However, decompression of a dilated bowel 
requires careful evaluation of hydration and electrolytes. Further, it is advantageous 
if enlerotomy or enterostomy can be avoided. Any mechanical contrivance which 
makes the procedure which the individual surgeon has elected faster, surer, and less 
traumatic is worthy of more widespread clinical trial—Thomas Wall. 


169. Carbon Dioxide Narcosis in the Postoperative Period. &. J. BAIRD AND W. G. 
BIGELOW, Toronto, Canada. Canad. J. Surg. 3:333-338, July, 1960. 


An obese, elderly man developed carbon dioxide narcosis following the repair 
of a ruptured abdominal aneurysm. The carbon dioxide accumulation and the 
resulting respiratory acidosis were not suspected until bizarre neurological and 
cardiovascular phenomena occurred. Treatment with tracheotomy and inter- 
mittent positive pressure breathing resulted in dramatic improvement. There are 
many factors in the postoperative period that may lead to inadequate pulmonary 
ventilation and carbon dioxide retention: excessive sedation, tight binders. long 
abdominal or thoracic incisions, and airway obstruction from any cause. The 
clinical effects are most evident in the neurological and cardiovascular systems. 
Tremors, transient paresis and papilledema may appear. A cutaneous flush, cardiac 
irregularities, and hypertension occur. The arterial pH, carbon dioxide content, 
and carbon dioxide tension rapidly reflect the respiratory acidosis, but only if the 
situation persists for some time will the carbon dioxide combining power rise. 
The diagnosis is rapidly confirmed by an estimation of the arterial carbon dioxide 
tension. If conservative treatment is not quickly successful in restoring pulmon- 
ary ventilation, intermittent positive pressure ventilation (usually with a trache- 
otomy) should be used. 8 references. 3 figures. 2 tables.—Author’s abstract. 


Subclinical respiratory acidosis is a common postoperative occurrence. In most 
instances, there are no symploms and recovery is spontaneous. If the palient is re- 
ceiving oxygen therapy, shallow breathing may resull in carbon dioxide retention 
without cyanosis; if no oxygen is given, the patient may also gel cyanotic. In addition 
lo the symptoms mentioned, there is progressive loss of mental acuily and then deepen- 
ing coma. Treatment should include correction of airway obstruction, assistance to 
respiralion to increase the pulmonary ventilation and wash oul the excess carbon 
dioxide, and, when indicated, administration of a narcolic antagonist or an analeplic 


QUARTERLY REVIEW OF SURGERY oclober-december 1961 ¢ 185 


| 
| 
| 
4 


drug. Tracheotomy is indicated only for those patients who have mechanical airway 
obstruction not otherwise correctible, or who have severe pulmonary pathology. In 
most instances conservative therapy is adequate-—Edwin H. Ellison. 


TUMORS 


170. Lumbar Amputation or Hemicorporectomy for Advanced Malignancy of the 
Lower Half of the Body. CHARLES 8S. KENNEDY, ELMER B. MILLER, DONALD C. 
MC LEAN, MARVIN S. PERLIS, RAYMOND M. DION, AND VICTOR S. HORVITZ, 
Detroit, Mich. Surgery 48:357-365, Aug., 1960. 


A new surgical approach is presented for carefully selected cases of lower body 
cancer which have progressed beyond the scope of exenteration. A 74 year old 
man, one year after abdominoperineal resection for rectal carcinoma with recur- 
rence, was hospitalized on January 29, 1960, with fecal and urinary fistulas. Studies 
revealed a frozen pelvis, and biopsies confirmed an adenocarcinoma. His general 
condition appeared good with evidence of cancer only in the pelvis. The patient 
was confronted, the exact nature of his condition explained, and palliative treat- 
ment outlined. He stated that he could no longer endure the foul discharge and 
expressed willingness to undergo any procedure which might rid him of the cancer. 
After consultation, it was agreed that an exploration should be done and, if no 
gross metastases were present in the upper abdomen, a hemicorporectomy would 
be carried out. 

On February 13, 1960, an exploratory celiotomy was done and no gross metas- 
tases were found above the solid pelvic mass. A descending colostomy, a cutaneous 
ureteroileostomy, and a disarticulation between lumbar 3 and 4 were performed. 
The abdominal and lumbar fasciae and skin were approximated below. The im- 
mediate postoperative course was uneventful, and all laboratory tests were normal 
except that the patient had anemia. On February 22, 1960, 250 ml. of blood were 
given; this was repeated on February 23, 1960. Following the last transfusion the 
patient developed pulmonary edema and expired. Autopsy revealed only bilateral 
pulmonary edema. The authors’ experience demonstrates the technical feasibility 
of hemicorporectomy and points out the importance of meticulous postoperative 
care, particularly with regard to blood volume. We believe that hemicorporectomy 
should be added to the surgical armamentarium in cases of advanced cancer in the 
lower body. 10 figures. 1 table-—Author’s abstract. 


More than clinical considerations have to be taken into account in the relief of suffer- 
ing. In sucha situation each man must judge for himself. But I cling to the teaching 
of an old senior colleague: 


Thou shalt not kill but need not strive 
Officiously to keep alive 


There are easier ways of being kind than hemicorporectomy.—F. H. Bentley. 
171. Chemotherapy of Human Solid Tumors with 5-Fluorouracil. w1LLtaM L. 
wILson, Philadelphia, Pa. Cancer 13:1230-1239, Nov.—Dec., 1960. 
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5-Fluorouraci] has been used in the therapy of 67 patients with a variety of 
malignant tumors in an attempt to evaluate its antitumor effect. Patients should 
be closely observed for toxicity, particularly since the most severe toxicity is 
delayed in onset. 5-Fluorouracil appears to be effective against several types of 
tumors. Of 3 patients with carcinoma of the stomach, 1 had a good response. 
Of 9 patients with carcinoma of the colon, 3 had a good response and 1 a slight 
response. Two patients with leiomyosarcoma showed a good response. Of 6 
patients with carcinoma of the breast, 1 had a good response and 1 a slight re- 
sponse. One of the more interesting findings was the good response seen in either 
transitional cell or epidermoid carcinomas of the bladder; with these, there were 
9 good responses out of 12. One of 3 patients with seminoma had a good response, 
as well as | of 9 with carcinoma of the lung, 1 with Hodgkin’s sarcoma, and | with 
a metastatic carcinoma (primary site unknown). Of 4 patients with carcinoma 
of the ovary, one of which was of rather long duration, 2 had a good response. 
Although this series is not sufficient for a final evaluation of 5-fluorouracil, it does 
indicate that this drug may be of considerable benefit against certain types of 
tumors. It is particularly useful in patients with adenocarcinoma of the gastro- 
intestinal tract, carcinoma of the breast, carcinoma of the ovary, and carcinoma 
of the bladder. 11 references. 5 figures. 2 tables.—Author’s abstract. 


This is useful information on the continuing search for an adequate carcinolylic 
drug.—F. H. Bentley. 


172. A Clinical Study of Circulating Tumor Cells in Malignant Melanoma. MARVIN 
M. ROMSDAHL, JOHN F. POTTER, RICHARD A. MALMGREN, ELIZABETH W. CHU, 
CLYDE 0. BRINDLEY, AND ROBERT R. SMITH, Chicago, IIl., Washington, D. C., 
and Bethesda, Md. Surg., Gynec. & Obst. 111:675-681, Dec., 1960. 


Patients with malignant melanoma, showing progression of disease as determined 
by objective criteria, demonstrated an increase in the percentage of positive blood 
specimens examined for circulating tumor cells. Malignant cells in the blood 
appeared to be a common occurrence in late stages of the disease, being found in 8 
of 13 patients (62 per cent) during the final month of life. Although more often 
found in advanced stages of the disease, positive specimens were also detected 
sporadically in early stages of malignant melanoma. A direct relationship was 
found between the rate of disease progression and the detection of peripheral cir- 
culating tumor cells in a group of patients with advanced malignant melanoma. 
Two patients demonstrating peripheral circulating tumor cells preoperatively 
showed no evidence of recurrent disease or circulating tumor cells one year fol- 
lowing operation. Two patients showing large numbers of tumor cells from venous 
blood draining the tumor site at the time of operation expired shortly after surgery 
with disseminated disease. Peripheral circulating tumor cells were found eight 
months prior to the appearance of clinical recurrent disease. The finding of tumor 
cells in the blood is generally an unfavorable sign, although the prognosis for a 
patient with this sign whose disease can be treated by resection cannot be con- 
cluded at present. 13 references. 6 figures. 3 tables.—Author’s abstract. 
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The ability of the body to deal with circulating tumor cells is one of the most en- 
couraging facets of current cancer research.—F. H. Bentley. 


‘173. The Diagnosis of Carcinoma of the Large Bowel by Exfoliative Cylology. vb. 5. 
OAKLAND, Edgbaston, Birmingham, England. Brit. J. Surg. 48:353-363, 
Jan., 1961. 


The potential value of exfoliative cytology in the diagnosis of carcinoma of the 
large bowel was assessed by the examination of three groups of patients with 
symptoms suggestive of malignant disease and comparison of the results with the 
findings at laparotomy or by long-term follow-up. A standard method of prepa- 
ration of the patient has now been adopted, using saline enemas and bisacody! by 
mouth for the two days prior to examination. Specimens are then usually collected 
by colonic lavage, though on occasion a modified rectal washing apparatus is used 
to collect specimens from lesions within the range or just beyond the range of the 
sigmoidoscope. It has been found that for good results it is essential to cleanse the 
colon adequately prior to examination; any fecal contamination of specimens 
usually makes the smears unsuitable for cytoanalysis. The minimum time should 
elapse between the collection of specimens and the fixation of smears, cell de- 
generation being reduced to a minimum by surrounding the collecting receiver in 
ice and by the use of a high-speed centrifuge at the patient’s bedside. 

The results in the three series of patients in which the diagnostic accuracy of the 
method was assessed are reported, together with the results of current series of 
patients assessed since the method has been made available to the clinicians. In 
the current series an accuracy of 78 per cent has been obtained in cases of carcinoma 
of the colon with no false positives. Eight cases are reported on showing the value 
of this diagnostic technique. The accuracy of the method appears to be greatest 
in lesions in the left side of the colon and is particularly useful in distinguishing 
between diverticulitis and carcinoma of the colon and in ascertaining the nature 
of narrowed segments in the descending colon and sigmoid demonstrated by radio- 
logical examination. The method has also been of value in determining the nature 
of polypi of the colon and also the underlying lesion in patients who have had an 
emergency proximal colostomy for acute-upon-chronic obstruction of the large 
bowel. 17 references. 15 figures. 4 tables.—Author’s abstract. 


It is good to have this critical evaluation; based on the results described il seems to 
this reviewer that the method is not suitable for routine use, since the procedure is 
cumbersome, time consuming, requires the special interest of the pathologist, and can 
be depended upon only when positive-—F. H. Bentley. 


174. Practical Implications of Multiple Tumors of the Colon and Rectum. c. NEWTON 
PEABODY AND REGINALD H. SMITHWICK, Boston, Mass. New England J. Med. 
264:853-855, April 27, 1961. 


In a consecutive series of 100 patients undergoing surgery for possible cure of 
cancer of the rectum or colon, associated tumors of the large bowel were found in 
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26. In this group of patients with multiple tumors, the additional lesion was a 
cancer in 30 per cent, a premalignant polyp in 45 per cent, and a benign polyp in 
the remaining 25 per cent. These additional lesions were usually not detected by 
the usual preoperative studies. Often the operating surgeon was not aware of 
them until the pathologist opened the specimen. Moreover, if the lesion happened 
to be a second cancer, it was often so close to the line of resection that the lymph 
node removal had not been adequate for the second cancer. A further reason for 
treating these patients with multiple tumors differently lies in the subsequent 
medical history of the group. Nearly one third of these patients were discovered 
to have another large bowel lesion within two years. This is especially significant 
in view of the fact that the patients with a solitary lesion did not develop a new 
lesion during the same interval. 

It is felt that patients undergoing large bowel surgery for cancer should have 
thorough pre- and postoperative investigations to determine whether they have 
multiple tumors or not. If they have multiple lesions, a more radical removal of 
bowel should be carried out. The various types of operations are described. 17 
references. 3 figures. 2 tables.—Author’s abstract. 


Surgery is often a compromise between what is theoretically desirable and what is 
practically possible, but this paper illuminates the point that a cancer of the colon is 
often not a single lesion. The problem each surgeon must decide for himself is how 
far he will go on the operating table in looking for second lesions of the large bowel.— 
F. H. Bentley. 


NEUROSURGERY 


175. Use of Nerve Grafts for Repair of Defects in the Facial Nerve. OLIVER H. 
BEAHRS, EDWARD 8S. JUDD, AND GEORGE F. WOODINGTON, Rochester, Minn. 
Ann. Surg. 153:433-440, March, 1961. 


In the past, many operations for tumor of the parotid gland have been too con- 
servative to be effective because of the surgeon’s fear of inflicting damage on the 
facial nerve. Because of this, the rate of recurrence of mixed and malignant 
tumors of the parotid gland has been high. In many cases sacrifice of the facial 
nerve is justified if removal en bloc with parotid tissue and tumor will improve the 
prognosis for the patient, even though the resulting facial paralysis may cause the 
patient some concern and embarrassment. After the facial nerve has been totally 
sacrificed, we have never observed spontaneous return of function of the facial 
muscles. In the past, several procedures have been advocated to relieve the facial 
paralysis thus produced; these have had varying degrees of success. In general, 
the choice of operation for facial paralysis should be determined by the location 
of the lesion which is causing the paralysis. Free nerve grafting can be used to 
bridge one or more filaments of the nerve or the entire nerve itself, depending on 
the extent of the excision. When in the course of operation sacrifice of the facial 
nerve is necessary, the greater auricular or other superficial cervical nerves on the 
ipsilateral or contralateral side of the neck can be used as the source of the graft, 


QUARTERLY REVIEW OF SURGERY oclober-december 1961 ¢ 189 


| 
| 
| 
| 


which may consist of segments or a complete nerve trunk with several ramifica- 
tions. Grafting should be done at the time of the excisional operation. Regener- 
ation has occurred within 1 to 16 months, depending somewhat on the length of 
the graft. 

In the Mayo Clinic, nerve grafts have been inserted to bridge a gap in the facial 
nerve resulting from radical operations on the parotid gland in 16 cases and from 
radical mastoidectomy in 1 case. A segment of the greater auricular nerve was 
used most frequently and was placed in the defect by suturing at the time of the 
primary operation. In 12 cases (71 per cent) there has been satisfactory to good 
return of function of facial muscles thus far in the follow-up period. As the follow-up 
period of the patients recently operated on increases, the number and percentage 
of patients with return of function should increase. 16 references. 3 figures. 
1 table.—Author’s abstract. 


176. Subdural Hematoma in Children. The Fate of Children with Retained Mem- 
branes. KENNETH SHULMAN AND JOSEPH RANSOHOFF, New York, N. Y. J. 
Neurosurg. 78:175-181, March, 1961. 


Clinical data are presented on a group of 53 children with subdural hematoma in 
this report. Twenty patients were treated in such a manner that the membrane 
over the surface of the brain was not removed: 13 (65 per cent) of these children 
developed normally. The conclusions reached are as follows: First, a large number 
of children with retained subdural membranes are neither subject to reaccumulation 
of fluid nor are they mentally retarded or neurologically handicapped. Second, 
a number of children in whom subdural effusions developed were either documented 
or suspected of having slow cerebral development prior to the development of the 
subdural hematoma. Third, in comparing in a retrospective manner the results 
after varying forms of treatment, with or without attention to the membranes, 
results in each series are approximately the same. It seems logical, then, to sup- 
pose that it may be the degree to which the underlying brain is able to recover, 
rather than dissection of the subdural membrane from its surface, which will de- 
termine favorable prognosis. 16 references. 7 tables.—Author’s abstract. 


This documentation of the fact that the subdural membranes do not act as a “‘cello- 
phane bag’’ constricting the growth of the brain removes the compulsion, voiced in the 
past, to routinely excise the membranes.—A. A. W., Jr. 


177. Cerebral Metabolic Studies on the Human During Total Cerebral Arterial Oc- 
clusion and Hypothermia. The Effect on Cerebral Respiratory Quotient. JOHN 
E. ADAMS, San Francisco, Calif. J. Neurosurg. 18:168-174, March, 1961. 


Arterial and jugular (mixed cerebral venous blood) samples were obtained from 
9 patients undergoing craniotomy for intracranial aneurysm with total occlusion 
of the cerebral circulation at temperatures of 28 to 30 C. Samples were obtained 
prior to, during, and immediately after occlusion of the arterial inflow produced by 
clamping the innominate, the left subclavian, and the left common carotid arteries 
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at their point of origin from the aortic arch. The samples were analyzed for oxygen 
and carbon dioxide content and for glucose and lactate. Arteriovenous differences 
were then calculated. In interpreting results, the assumption was made that with 
interruption of circulation of the brain the composition of the first blood to flow 
through the brain upon release of occlusion would be a reflection of metabolic 
changes occurring during the period of occlusion. There was a significant rise in 
the respiratory quotient from the preocclusion values to the immediate postoc- 
clusion values which then returned to normal in three to five minutes. The data 
suggest that the longer the period of occlusion, the greater the rise in respiratory 
quotient. Uptake of lactate by the brain during occlusion was likewise suggested. 
In 1 patient, oxygen tension of the cerebral cortex was monitored; it dropped from 
a reading of 34 to 24 mm. of mercury during the period of occlusion. 

These data can be interpreted in two possible ways. First, that the apparent 
rise in respiratory quotient is due only to the fact that carbon dioxide diffuses 
more rapidly than oxygen. A second interpretation is that during total ischemia 
at low temperatures there is inhibition of phosphorylation of glucose, which then 
passes passively through the brain, with the metabolic demands being met by 
utilization of endogenous oxygenrich substrates already present within the brain, 
such as the dicarboxylic and tricarboxylic acids. 14 references. 2 figures. 2 
tables.—Author’s abstract. 


178. Angiographic Diagnosis of Traumatic Head and Neck Lesions. JOHN A. 
CAMPBELL AND ROBERT L. CAMPBELL, Indianapolis, Ind. J.A.M.A. 175:761- 
768, March 4, 1961. 


An analysis of the diagnostic yield of angiography in head and neck trauma 
showed that this procedure may be considered in head and neck injuries, even if 
the patient is comatose. Specific indications are: (1) Suspected chronic subdural 
hematoma; (2) severe head injury with progressive neurologic signs, or which fail 
to improve after several days; (3) papilledema following head injury; (4) fracture 
across the course of a vessel and a localized neurologic deficit, but without rapid 
deterioration; (5) neck trauma and associated neurologic deficit. Contraindica- 
tions are: (1) Shock; (2) uncomplicated concussion; (3) infancy, although it is of 
value in selected cases. The angiographic findings in traumatic head and neck 
lesions are reviewed. Angiography provides the best method of diagnosing and 
localizing interhemispheric subdural hematomas and intracerebral hematomas 
associated with subdural hematomas. It is the best method of localizing traumatic 
arteriovenous fistulas and traumatic vascular lesions in the neck. In some cases 
it is impossible to distinguish localized cerebral edema from hematoma angio- 
graphically. A “‘peel’’ of the intracranial vessels occurs normally in some angiograms 
and may be confused with a subdural lesion. The yield of angiography in head 
and neck trauma outweighs the attendant risk of the procedure. In most cases 
it allows an accurate diagnosis and localization preoperatively, facilitating a local- 
ized surgical approach to the lesion or lesions and reduces the incidence of negative 
trephinations. Postoperative angiography in selected cases allows a method of 


QUARTERLY REVIEW OF SURGERY october-december 1961 ¢ 191 


i 
| 
| 
| 
| | 


evaluation in cases that do not improve at a satisfactory rate. Angiography is of 
limited value in epidural hematomas because of the greater ease of clinical recog- 
nition and need for prompt surgical intervention. 15 references. 5 figures.— 
Author's abstract. 


HEAD AND NECK 


179. Effects of Radiation on Exfoliated Normal and Malignant Oral Cells. sor 
SILVERMAN AND GLENN E. SHELINE, San Francisco, Calif. Cancer 14:587- 
596, May-June, 1961. 


Serial cytological smears taken from both normal mucosa and oral carcinomas of 
40 patients were studied for the presence of cancer cells and for radiation response 
of the normal-appearing cells. In 30 patients, the presence or absence of exfoliated 
cancer cells correlated with the clinical appraisal of the lesion. In 1, negative 
cytological findings were supported by examination of the surgical specimen even 
though clinically the lesion appeared active. Six patients with superficially healed 
lesions but palpable deeper masses showed no exfoliated malignant cells. Another 
patient had negative cytological findings and had a sloughing ulcerated lesion. 
Of 2 patients with positive cytological findings but clinically healed lesions, | 
developed obvious recurrence after 244 months. The other patient died after six 
months without evidence of recurrence. Of 17 patients in whom the cytological 
and clinical findings became negative and for whom follow-up data are available, 
there was definite clinical recurrence in 7; in 6, this was preceded by reappearance 
of exfoliated cancer cells. Smears from the seventh patient remained negative. 
Observation of the disappearance and reappearance of exfoliated malignant cells 
appears to’ be a useful supplement to clinical examination. In assessing the lesion 
after therapy, it may provide evidence of recurrence not yet clinically apparent. 

In the present study, examination of individual cells showed no correlation 
between radiation response values or any specific cytological changes and either 
the radiation dose delivered or the clinical result of treatment. 24 references. 
13 figures. 2 tables.—Author’s abstract. 


Help achieved by exfoliative cytology studies in oral cancer has nol been as greal 
as it has in cancer of certain other areas, such as of the cervix and the lung. However. 
the method is simple and deserves wider study and application, since there are probably 
a substantial number of cases in which some benefit may be forthcoming. This may 
be particularly true in evaluating induration following surgical excision or irradiation 
where the examiner is in doubt as to whether the induration represents residual disease 
or scarring from the treatment.—H. Mason Morfit. 


180. Epithelioma of the Tongue: Results of Treatment in 217 Cases. HARVEY LASH 
AND JOHN B. ERICH, Rochester, Minn. Am. J. Surg. 102:42-47, July, 1961. 


The authors saw 217 cases of squamous cell carcinoma of the tongue at the Mayo 
Clinic in the five year period 1949 to 1953. They made a clinical and pathological 
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study of these patients and reviewed 10,454 similar cases reported in the literature. 
Squamous cell epithelioma of the tongue comprises 0.8 per cent of all new cases of 
cancer in the United States and is, in this area, responsible for 0.5 to 2 per cent of 
all cancer deaths. The authors found, as other investigators have, that these 
patients are predominantly in the sixth and seventh decades of life, and that 75 
per cent of them are male. Although females have a better over-all prognosis, 
hormonal therapy is not indicated. When patients are not treated, 18 months 
appears to be a reasonable estimate of the natural course of the disease, whereas 
with palliative therapy only a number of patients live more than three years. It 
is this fact that contraindicates the use of three year survival statistics in this 
disease. In comparable primary disease (grade III infiltrating lesions more than 
2 cm. in diameter with positive lymph nodes), surgical dissection and irradiation 
yield comparable results. However, when primary disease has involved the neck, 
surgical dissection is clearly the treatment of choice. The five-year survival rate 
in this series of 217 was 40.4 per cent. It was further noted that, if treatment had 
been started on all patients within two months of the onset of symptoms, an addi- 
tional 20 to 30 per cent could have been salvaged. 31 references. 5 tables.—Author’s 
abstract. 


The authors’ five year survival rate of 40.4 per cent represents a very good salvage. 
In reporting the end results on tongue cancer it is important to stipulate whether pa- 
tients with cancer originating on the base of the tongue are included in the series as 
well as those with cancer arising on the anterior two thirds or mobile part of the tongue. 
The salvage rate when the cancer arises in the anterior two thirds is superior to that 
achieved in lesions arising on the posterior third (base of tongue). Presumably this 
is mainly due to the fact that lesions on the posterior third are not easily visible and are 
therefore detected at a later state in their growth. Many studies have confirmed the fact 
that, when the lesion is detected at a time when the primary is less than 2 cm. in di- 
ameter, the salvage rate will be almost double that achieved when it exceeds 2 cm. in 
diameter.—H. Mason Morfit. 


THYROID AND PARATHYROID 


181. Modified Neck Dissection for Thyroid Carcinoma. MELVIN A. BLOCK AND J. 
MARTIN MILLER, Detroit, Mich. Am. J. Surg. 107:349-354, March, 1961. 


A modified neck dissection has appeared to be satisfactory in curative surgery 
for selected patients with carcinoma of the thyroid and yet avoids unnecessary 
deformity. The modified neck dissection has included removal of all structures 
that are removed in a radical neck dissection except the sternocleidomastoid muscle 
and the region of the submaxillary gland. It includes removal of the internal 
jugular vein and associated lymph nodes and also a dissection of the posterior 
triangle of the neck, including nodes high in the apex of this triangle. Most im- 
portant, of course, is the complete removal of the primary lesion. The radical 
neck dissection has been utilized, in general, in patients with extensive cervical 
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node involvement or evidence of direct invasion of thyroid carcinoma in the lateral 
neck. The modified neck dissection has been used, in general, in patients with 
evidence of a few cervical lymph node metastases in the neck. The modified neck 
dissection has also been useful and considered justified in the surgical management 
of many patients with carcinoma of the thyroid but without palpable cervical 
lymphadenopathy. In our experience at least one third of this last group of pa- 
tients do have metastases to the cervical nodes. Whether or not cervical node 
dissections are necessary for such patients has not been established, but better 
results are suggested if this is done. 8 references. 5 tables.—Author’s abstract. 


The authors present a scheme of modified neck dissection for patients with cancer 
of the thyroid in whom there is either no clinical evidence of disease or very limited 
involvement. Application of this operation, particularly in papillary thyroid cancer 
(the least lethal variant), appears to be well justified. In the more aggressive types of 
cancer, however, no compromise with the classical operation, even though it is more 
deforming, should be made in the opinion of this commentator.—H. Mason Morfit. 


182. Cancer of the Thyroid and Previous Irradiation. L. HENRY GARLAND, San 
Francisco, Calif. Surg., Gynec. & Obst. 112:564-566, May, 1961. 


Cancer of the thyroid has been regarded by many observers to be a potential 
complication of low dose irradiation of the head and neck area in childhood. This 
applies especially to infants formerly treated for “benign enlargement of the thymic 
gland.”” Based on personal experience in the practice of radiology in the San 
Francisco area during the last 30 years and on reports of radiologists in other parts 
of the United States during that period of time, the author calculates that almost 
2 million children had radiotherapy to the head and neck area for various benign 
lesions during the years 1925 to 1945. The author calculates that during the 
same 20 years at least twice that number of children and infants had diagnostic 
roentgenographic examinations of the head, neck, and thoracic area resulting in 
thyroid zone doses within the “therapeutic range’’ of 10 to 50 roentgens. Here, 
then, is a pool of some 6 million children exposed to cervicothoracic radiation in 
the United States prior to 1945. If such irradiation were often associated with 
subsequent neoplasia of the thyroid, there should be a detectable increase in the 
incidence of and death rate from thyroid cancer. The United States’ vital sta- 
tistics show that from the period 1939 to 1958 inclusive the recorded death rate 
from thyroid cancer has remained essentially static at approximately 0.5 per 
100,000 per annum. Since the cure rate of thyroid cancer is not 100 per cent, the 
fact that there has been no increase in the recorded death rate supports the belief 
that low dose irradiation of the neck area has not been established as a common 
cause of subsequent thyroid carcinoma. 

In the author’s series of some 1780 children who had been treated with small 
doses of ionizing radiation to the head, neck, and thorax between 1930 and 1950, 
only 1 case of thyroid cancer has been observed to date. Finally, no large series 
of children diagnosed as having enlarged thymus glands and followed for 10 to 
20 years without radiotherapy has been reported to date. The conclusion is that 
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an etiologic connection between low dose neck area irradiation and subsequent 
thyroid cancer is not established. 7 references. 1 table-—Author’s abstract. 


Dr. Garland’s analysis in figures stands at variance with other data pertaining to 
this subject. Winship has collected approximately 500 cases of cancer of the thyroid 
occurring in children, “‘children” being patients 14 years of age or younger who have 
developed thyroid cancer. His findings indicated that approximately four out of five 
of these child cancer thyroid patients had received irradiation at some point in their 
earlier life. This is a figure far oul of proportion to happenstance. The concept that 
irradiation for benign disease in young individuals constitutes a real potential hazard 
to their subsequent health is a sound one and should not be abandoned considering 
existing knowledge-—H. Mason Morfit. 


THORACIC SURGERY 


183. Emergency Use of Antegrade Aortography in Diagnosis of Acule Aortic Rup- 
ture. H. A. BLAKE, THOMAS W. INMON, AND FRANK C. SPENCER, Washington, 
D. C., and Baltimore, Md. Ann. Surg. 152:954-956, Dec., 1960. 


Acute traumatic aortic rupture must be recognized early if significant salvage 
is to be obtained. The reluctance of the physician to perform formidable diagnostic 
studies or the surgeon to undertake a potentially damaging thoracotomy in an 
already critically injured patient understandably leads to hesitancy in study and 
delayed surgical repair. Such delays would not occur if an easily performed, low 
risk, reliable diagnostic test were available for proof of the suspected aortic rupture. 


' The authors describe their use of antegrade aortography in a critically injured 


individual with proof of the suspected aortic rupture. The ease of performing 
antegrade aortography and its reliability allows study of the critically injured 
patient with minimal risk. 9 references. 3 figures.—Author’s abstract. 


Traumatic deceleration ruptures of the aorta at the level of the ligamentum arteriosum 
usually result fatally within a few hours. However, even complete transection of the 
aorta is compatible with survival more than enough times to establish the diagnosis 


and attempt the curative operalion—as yet not successfully performed in the acute 
phase.—M. M. R. 


184. Bleeding Esophageal Varices in Children. FEDERICO A. ARCARI AND HUGH B. 
LYNN, Glasgow, Scotland, and Louisville, Ky. Surg., Gynec. & Obst. 172: 
101-105, Jan., 1961. 


This investigation was undertaken in order to determine the natural history of 
bleeding varices in children so that the attending physician may plan his thera- 
peutic program more adequately. Seventy-five cases were analyzed, 15 from the 
Children’s Hospital in Louisville and 60 drawn from detailed reports in the litera- 
ture. Eighty-eight per cent had extrahepatic portal obstruction. Of 25 patients 
with extrahepatic disease in whom the exact pathology was identified, 22 had 
disease involving the portal vein itself, making portocaval anastomosis almost 
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impossible. More than 70 per cent bled the first time before they were 7 years 
of age. There were no deaths during the first bleeding episode, and of 42 patients 
allowed to bleed on two occasions before surgery only 1 died from hemorrhage. 
Without surgical intervention, the mortality from hemorrhage was 21 per cent. 
Splenectomy is not an effective method of handling bleeding varices in children. 
Splenorenal shunt would appear to be the most satisfactory method of achieving 
portal systemic decompression. This operation is of no value before the age of 10 
or in children weighing less than 70 pounds. Esophagogastrectomy with colon 
interposition may prove to be a satisfactory and definitive method of handling 
children too small for a successful splenorenal shunt or children whose prior surgery 
makes a splenorenal shunt impossible. 2 figures. 1 table——Author’s abstract. 


185. Achalasia of the Oesophagus in Children. ORVAR SWENSON AND CHRIS T. 
OECONOMOPOULOS, Boston, Mass. J. Thoracic & Cardiovasc. Surg. 47 :49-59, 
Jan., 1961. 


This article is a review of the literature and of the authors’ experience with 
achalasia of the esophagus in children, treated at the Boston Floating Hospital 
(Tufts University Medical School) during the last 10 years. Achalasia of the 
esophagus presents a challenging diagnostic and therapeutic problem and has been 
largely overlooked as a clinical entity in children. The onset of the disease in 
children is insidious and difficult to determine accurately, especially during infancy. 
The major symptoms are weight loss, dysphagia, nocturnal cough, regurgitation, 
and aspiration, but there is no pain, such as occurs in adults. This source of feeding 
and respiratory problems in children has not been understood or recognized ade- 
quately in the past. The authors believe that in children the basic lesion is a defect 
in parasympathetic innervation of the distal esophagus and that achalasia in chil- 
dren is congenital in origin. Strip biopsies taken from the lower esophagus in 2 
patients contained no ganglion cells. Similar strips of tissue removed from the 
normal esophagus at postmortem examination demonstrated numerous ganglion 
cells. Peristaltic studies indicated that there were normal contractions in the 
esophagus. The defect seemed to be spasm of the cardia. Conservative medical 
management is not of value in children with achalasia. The authors proposed 
that dilation of the esophagus be tried first. If a series of three dilatations fails, 
Heller or Wendel’s operations should be performed. Four of the patients were 
treated with dilatations and 2 with surgery. There were no deaths, complications, 
or evidence of peptic esophagitis in the 6 patients in a two to eight year follow-up. 
18 references. 9 figures.—Author’s abstract. 


186. Paradozical Respiration and ‘‘Pendelluft.”” JAMES V. MALONEY, JR., KARL J. 
SCHMUTZER, AND EKKEHART RASCHKE, Los Angeles, Calif. J. Thoracic & 
Cardiovasc. Surg. 41:291-298, March, 1961. 


Paradoxical motion of the chest wall is regularly observed following crushing 
injuries of the chest and certain types of thoracoplasty. ‘‘Pendelluft’”’ (the pendu- 
lum-like movement of air from one lung to the other) has long been accepted as 
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the cause of respiratory distress in these circumstances. Despite the fact that 
descriptions and diagrams of pendelluft appear in most textbooks of general and 
thoracic surgery, there has as yet never been any clinical or experimental evidence 
presented to prove that this phenomenon actually exists. Preliminary experiments 
employing differential bronchospirometry in human beings and dogs have demon- 
strated that the action of the mediastinum and the distribution of ventilation were 
similar in the two species. Therefore, experiments were performed in dogs before 
and after extensive thoracoplasty. Simultaneous recordings were made of the 
pressure in each pleura, gas exchange of each lung, chest expansion, and para- 
doxical motion. In addition, a high-speed infrared gas analyzer was used to 
measure carbon dioxide concentration in each main stem bronchus. All experi- 
mental data and theoretical considerations indicate that pendelluft cannot occur 
in the presence of paradoxical motion of the chest wall. It is concluded that the 
concept of pendelluft in the presence of a closed chest has no basis in fact and 
should be abandoned. 5 references. 4 figures.—Author’s abstract. 


A long-cherished concept is here allacked by competent investigators. Studies by 
others can be anticipated——M. M. R. 


187. Azygography: Its Value in Mediastinal Adenopathy and Tumors. ARNOLD L. 
BACHMAN, WOLFGANG ACKERMANN, AND KEVIN MACKEN, New York, N. Y. 
Ann. Surg. 153:344-356, March, 1961. 


The authors report 63 cases in which the procedure of azygography was per- 
formed. This consists in the injection of 10 to 20 ml. of 60 per cent diatrizoate of 
methylglucamine into the marrow cavity of one of the Jower ribs. The injected 
material rapidly enters the corresponding intercostal vein and opacifies the azygos 
system to its termination into the superior vena cava. Eleven normal subjects 
were injected to establish anatomic and physiologic features in the radiographic 
appearance. The azygos vein is always visualized as a midline structure terminat- 
ing at a level between T-5 and T-6. Its tributary vessels show marked variation 
of pattern. Varying the dynamics of the circulation through various respiratory 
maneuvers produced no change in the opacified appearance of the veins. Cases 
of congestive heart failure and cirrhosis of the liver also showed minimal changes. 
Forty-three patients with pulmonary and esophageal neoplasms were selected in 
which there was a strong likelihood of posterior mediastinal involvement. Two 
of these patients had previously undergone pulmonary surgery and the azygos 
vein had been ligated. Their radiographic appearances aided in establishing the 
criteria for azygos obstruction. Ten additional patients showed appearances 
similar to those with ligation and satisfied the criteria of obstruction, which are 
obvious interruption in the cephalad flow in the azygos vein and downward reflux 
into the ascending lumbar veins, with or without prominent collateralization on 
the chest wall. Another 5 patients showed pressure on the azygos veins without 
signs of complete obstruction. In every case with complete obstruction of the 
azygos system, technical inoperability of the pulmonary or esophageal neoplasm 
was found at exploration. These findings indicate that azygography will prove 
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an important component in the battery of examinations for the determination of 
operability in intrathoracic malignancies. 15 references. 14 figures. 1 table.— 
Author's abstract. 


188. Use of Intact Lung for Closure of Full-Thickness Esophageal Defects. tTHoMAS 
C. MOORE AND SHIGERU TERAMOTO, Indianapolis, Ind. J. Thoracic & Cardio- 
vasc. Surg. 47:336-341, March, 1961. 


Intact adjacent lung was used to close a standard size full-thickness esophageal 
defect in 35 dogs. Successful closure of the defect was achieved in 12 of 16 dogs in 
which interrupted sutures in two or three layers were employed to secure the 
adjacent lung to the margins of the defect. A two layer closure in which an inner 
continuous layer was employed for defect closure was used in 19 animals. Defect 
closure was successful in 17 of the 19 animals. A technical error relating to the 
method of pulmonary re-expansion following chest closure was.suspected as being 
responsible for the two failures in this group. Successful defect closure was 
achieved in 11 consecutive animals by this method of closure following alteration 
in the technique of lung re-expansion. The results of this study suggest the suit- 
ability of intact adjacent lung for the experimental closure of relatively large full- 
thickness esophageal defects. The use of a continuous, watertight inner layer to 
secure the lung to the margins of the defect, reinforced by a layer of interrupted 
sutures, appears to be slightly superior to the use of interrupted sutures only in 
two or three layers. The use of intact adjacent lung for the reinforcement of 
questionable esophageal anastomoses and for the closure of traumatic and spon- 
taneous perforations appears to be worthy of clinical trial when indicated. 4 
references. 4 figures.—Author’s abstract. 


189. Scalene Node Biopsy. CHARLES R. BLAIR AND FRANCIS G. GEER, New York, 
N. Y. J.A.M.A. 175:751-756, March 4, 1961. 


The excision of the prescalene fat pad, with its contained lymph nodes, is a 
useful diagnostic procedure in certain types of intrathoracic disease. One hundred 
and two patients from a general hospital are reported on; 72 of these were suspected 
or proved to have carcinoma of the lung, either primary or metastatic, and the 
other 30 consisted of essentially hilar or mediastinal lymphadenopathy. Of the 
72 patients with suspected tumor, 17 were positive. These were considered in- 
operable and were treated with palliative radiotherapy and/or nitrogen mustards. 
Nineteen of the remaining 55 were operated on. All had pathology, and 9 had 
resection. All unoperated patients were considered to be inoperable. Thus, in 
17 plus 19, or 36 (50 per cent) of the 72 patients, the biopsy made a significant 
contribution to the management of the case. Of the 30 patients with hilar or 
mediastinal adenopathy, 5 had tuberculosis, 4 had Boeck’s sarcoid, and 1 had 
lymphoma. Thus, in this group, 10 (33.3 per cent) yielded the diagnosis. Indi- 
cations for scalene biopsy are: (1) The diagnosis of intrathoracic disease with 
involvement of the scalene nodes, and (2) the evaluation of the operability of known 
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bronchogenic carcinoma, which, of course, would be inoperable if the tumor had 
spread to such distant nodes. Complications were minor and involved only 5 
patients. It is felt that the procedure made an over-all contribution to the man- 
agement of the patient in 46 cases of the 102 (45.1 per cent) and that this is a 
creditable return for a test with no mortality and minimal morbidity. 5 refer- 
ences. 5 figures. 4 tables.—Author’s abstract. 


190. Pathogenesis of Esophageal Varix Rupture. HIRSCH R. LIEBOWITZ, New York, 
N.Y. J.A.M.A. 175:874-879, March 11, 1961. 


Clinical pathologic and hemodynamic studies indicate that peak elevations in 
portal pressure coupled with flooding of the cardioesophageal pathways by blood 
abruptly mobilized from the stagnant splanchnic basin underlie the pathogenesis 
of varix rupture. In a study at Bellevue Hospital of a series of cirrhotics that 
bled, it was noted that cough, retching, vomiting, straining, etc., were the mech- 
anisms that most often triggered such vascular accident. Rupture of varices on 
the basis of an expanded plasma volume following intravenous albumin or ad- 
ministration of steroids suggest an analogous mechanism. Further proof for the 
etiologic importance of an increased hydrostatic pressure, which at the same time 
minimizes the importance of an erosive acid peptic esophagitis mechanism, is the 
occurrence of rupture of varicosities located elsewhere than in the esophagus and 
stomach, such as jejunal, cecal, sigmoidal, mesenteric and diaphragmatic vari- 
cosities. Varix rupture in patients with histamine achlorhydria and recurrent 
bleeding following total gastrectomy and partial esophagogastrectomy with an 
interposed jejunal segment further militates against the acid peptic thesis. The 
intestinal continuity employed in this operative procedure is designed not only to 
bridge the gap but specifically to serve as a sphincter mechanism to prevent re- 
gurgitation of gastric contents and therefore the development of reflux esophagitis. 
That such an operation fulfills its intent is indicated by the fact that gastrointes- 
tinal roentgenographic studies disclose regurgitation of barium from the stomach 
into the interposed segment but not into the esophagus even when the length of 
jejunum used is as smal] as 10 cm. Nevertheless, esophageal varices have again 
ruptured and bled. Hemorrhage from varices does not merely presuppose a 
mechanical rent in the vein wall; one can actually stick large needles into the vari- 
cosities through an esophagoscope and cause some oozing but no serious bleeding. 
A precipitous upheaval in circulatory dynamics within the splanchnic and portal 
venous systems appears to be a necessary prerequisite for initiating the varix wall 
rupture and the profound blood loss that characterizes this pathologic entity. 
18 references. 1 figure. 2 tables.—Author’s abstract. 


This is an interesting reversal of the commonly held opinion that acid peplic ulcer- 
ation of the mucosa overlying varices causes the break in the vein wall.—M. M. R. 


191. Studies of Healing of Experimental Left Ventricular Wounds. M. L. DILLON 
AND R. W. POSTLETHWAIT, Durham, N. C. J. Thoracic & Cardiovasc. Surg. 
41:514-522, April, 1961. 
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Left ventricular wounds were created in 31 dogs by excising the area of cyanotic 
muscle produced by ligation of a branch of the left coronary artery. The perimeter 
of normal muscle was approximated prior to excision with interrupted mattress 
sutures. Edema of the suture line developed within a few hours and progressed 
to a friable necrotic mass by the end of the first week. Microscopically, an acute 
inflammatory reaction was present at the edge of the sharply demarcated necrotic 
muscle and persisted for about two weeks. Between the fourth and twelfth days. 
7 of 10 animals died of wound disruption. Protection against disruption developed 
by adherence and thickening of pericardium over the wound and/or rapid healing 
of a thin inner layer of myocardium that remained viable. Macrophages, fibro- 
blasts, and loose fibrous tissue were apparent at two weeks and became pro- 
gressively more dense. After six months the scars were thin and translucent with- 
out aneurysm formation. An inflammatory reaction about the suture material 
persisted for as long as 27 months without bacteria being demonstrated. Control 
studies of healing infarctions without a surgical wound demonstrated this reaction 
to suture and the absence of such a reaction in the infarcted area without suture 
material. It is postulated that the motion of the muscle wall would prolong the 
reaction to suture material. Photographs of the gross specimens and photomi- 
crographs of the sections are presented to illustrate the stages of healing and re- 
action to sutures. 4 references. 6 figures. 1 table—Author’s abstract. 


192. Thromboembolic Complications Following Insertion of the Hufnagel Prosthesis. 
BERNARD ZYLBERBERG, IRVING KASS, JOHN B. GROW, AND MURRAY 8. HOFF- 
MAN, Denver, Colo. J. Thoracic & Cardiovasc. Surg. 4/ :492—497, April, 1961. 


This article reports 3 case records of patients who suffered thromboembolism 
nine months to two years following the surgical insertion of a Hufnagel ball valve 
prosthesis for aortic insufficiency. These patients were young adults who had 
previously suffered from rheumatic fever. Among 16 such operations performed 
in recent years at the National Jewish Hospital, 5 patients developed thrombo- 
embolic complications. The 3 cases reported on are considered representative of 
this problem. In 1 patient, a 21 year old male, the prosthesis was completely 
occluded by a thrombus that was fatal. Another patient suffered an occlusion 
of the left subclavian artery with coldness, pain, and numbness in the left arm. 
This was successfully treated with warfarin sodium. In the case of a 26 year old 
female patient, two embolic phenomena occurred five months apart involving 
both femoral arteries. Following the first episode, an emergency embolectomy 
was performed. Subsequently the patient was maintained on warfarin sodium. 
Certain hypotheses are put forward to explain the development of thromboem- 
bolism. Small indentations might form on the ball as a result of constant pound- 
ing, which would form a nidus for consequent thrombus formation. It may be 
that low mean intra-arterial pressure, found in aortic valvular insufficiency, is 
probably protective against atherosclerosis. The finding of atherosclerotic changes 
in vessels distal to the prosthesis in some necropsy reports tends to indicate that 
these might act as a substrate for thrombus formation. Although the series studied 
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was small, the percentage of long-range adverse effects after insertion of the Huf- 
nagel valve was high. This appears to limit the usefulness of such operative pro- 
cedures. 8 references. 3 figures.—Author’s abstract. 


Direct attacks upon the aortic valve have supplanted the Hufnagel valve, bul thrombo- 
embolism will remain a problem with valve prostheses—M. M. R. 


193. Reconstruction of the Raw Surface After Pulmonary Segmental Resection. 
M. C. REDDIX AND W. A. CHILDS, Albuquerque, N. M. J. Thoracic & Cardio- 
vase. Surg. 47:465-471, April, 1961. 


Pulmonary segmental resection is a commonly performed procedure following 
the original technique described by Churchill in 1939. However, there still re- 
mains a problem concerning the treatment of the raw surface following segmental 
resection. Many outstanding surgeons advocate leaving the denuded area open; 
others advocate using parietal pleura to close the raw surface. A simple tech- 
nique for closing the raw surface remaining after segmental resection is described 
in this paper whereby the edges of the denuded area are coapted with a running 
3-0 chromic suture on an atraumatic needle. The edges are apposed with the 
segment inflated and great care taken to prevent tension or torsion on the bronchus. 
The reconstructed area manifests few or no air leaks. Sixty-six out of 110 pul- 
monary segmental resections at the Veterans Administration Hospital, Albuquer- 
que, New Mexico were reconstructed using the technique described. There was 
no evidence of abscess formation within the sutured edges; the incidence of broncho- 
pleural fistula was 4.5 per cent in the 66 patients and 9.1 per cent in the 44 non- 
reconstructed patients. Morbidity was not increased in the reconstructed patients, 
and there was no measurable reduction in pulmonary function in 30 of the coapted 
cases analyzed in the cardiopulmonary laboratory. 4 references. 9 figures. 2 
tables.—Author’s abstract. 


Undoubtedly this technique leads to better healing. If a wide surface is so covered 


over, expansion of the remaining segments can be seen, al operation, to be limited.— 
M. M. R. 


194. Strip Grafting in Coronary Arteries. AKE SENNING, Stockholm, Sweden. J. 
Thoracic & Cardiovasc. Surg. 41 :542-549, April, 1961. 


An experimental method of treatment of coronary artery occlusion was used 
clinically in 1959 in a 55 year old man disabled by angina pectoris since 1955, and 
by infarction in 1958. Coronary angiography showed occlusion of the right main 
coronary artery 2 cm. from its origin and abundant collaterals. The left coronary 
artery was slightly narrowed at its origin from the aorta, with additional narrow- 
ing at its branching. The descending coronary artery was greatly narrowed and 
not visible 2 cm. from its origin. The circumflex artery was highly stenosed in a 
portion about 1 cm. in length about 1.5 cm. from its origin. 

Using auxiliary circulation with double pumps (by-passing right and left heart) 
and hypothermia (20 C.), first the left descending coronary artery branch was 
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incised and split lengthwise from its site of origin to 4 cm. distal to this point and 
then the circumflex branch incised from proximal to the bifurcation to 3 cm. 
distal to it. Two pieces of the great saphenous vein (4 cm. and 3.5 cm. in length) 
taken at the malleolus were split lengthwise and sewn in lengthwise with con- 
tinuous over and over sutures into the split descending and circumflex coronary 
arteries, thus widening the lumen. There were no postoperative complications. 
Postoperative coronary angiography showed good patency in both grafts. All 
tests showed improvement. The patient is working full time, and has been with- 


out anginal pains since the operation 114 years ago. 7 references. 3 figures. 1 
table.—Author’s abstract. 


A brilliant result. The strip-grafting technique is a modification of patch grafts, 
widely in use to close arteriotomies without narrowing. Although the ultimate prognosis 
in such a degenerative disease is uncertain, a 14% year survival with complete relief 
is cause for congratulation—M. M. R. 


195. Jatrogenic Acute Cardiac Tamponade. EDWIN J. LILLY, ROBERT D. MAC- 


MILLAN, 8S. J. DENT, AND C. R. STEPHEN, Durham, N. C. J.A.M.A. 176:8-11, 
April 8, 1961. 


Acute cardiac tamponade has been reported as a result of trauma or as a com- 
plication of myocardial infarction and more recently as a complication of cardiac 
catheterization. It has, however, not previously been reported as a complication 
of intrathoracic surgery. Three cases of acute, iatrogenic cardiac tamponade are 
reported on in this paper, 2 of which occurred during intrathoracic surgery and 1 
during cardiac catheterization. There was a marked similarity in all 3 patients in 
that there were no premonitory clinical signs until sudden cardiovascular collapse 
occurred. This observation was borne out by experimental injections of saline in 
the pericardium of dogs in the laboratory. When the diagnosis of acute cardiac 
tamponade has been made, rapid and definitive treatment must be undertaken. 
The pericardial sac must be evacuated under direct vision. A thoracotomy must 
be quickly performed if the chest is not already open. Cardiac massage should 
be employed: if there is an ineffective heart beat. Supportive measures such as 
use of vasopressors, saline, and whole blood may be helpful. 17 references. 1 
table.—Author’s abstract. 


BREAST 


196. Adrenalectomy in Carcinoma of the Breast. AUSEY H. ROBNETT, MILTON W. 


DURHAM, AND HARRY P. HARPER, Spokane, Wash. Northwest Med. 60: 
501-506, May, 1961. 


An estimated 52,000 women in the United States each year develop carcinoma 
of the breast. Two thirds of these women will require treatment for disseminated 
metastatic carcinoma of the breast. The most effective palliative therapy to date 
involves hormonal alterants. Gonadal steroids will be effective for 20 to 30 per 
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cent of these patients. When the efficacy of the gonadal steroids ceases, adrenalec- 
tomy has been effective in palliation of 41.9 per cent of 824 patients reported by 
various authors, and in 7 of the 11 patients reported here. The indications for 
therapy utilizing the principle of hormonal alteration are reviewed and discussed. 
15 references. 2 figures. 4 tables.—Author’s abstract. 


197. Simplified Treatment of Cancer of the Breast: Early Results of a Clinical 
Study. GEORGE CRILE, JR., Cleveland, Ohio. Ann. Surg. 153:745-761, May, 
1961. 


Between January, 1955, and January, 1957, approximately half of the patients 
with operable cancers of the breast were treated by simple operations and by less 
radiation therapy than had been previously used. Three to six years after treat- 
ment the course of the patients so treated was analyzed and compared with that of 
the other half of the patients who were treated by conventional radical operations 
with or without radiation. The course of these two groups was also compared 
with that of patients operated on in 1953 and 1954, prior to any deviation from 
conventional therapy. 

The simplified operations employed were simple mastectomies, modified radical 
mastectomies (with preservation of muscles and avoidance of the apex of the 
axilla), or occasionally local excisions with or without radiation, but not employ- 
ing prophylactic postoperative radiation as McWhirter does. The morbidity of 
treatment was greatly decreased in the patients treated by simpler methods and 
the survival rate both absolute and free of disease was at least as high in this group 
as in those patients treated by conventional radical methods. The improvement 
in results following simplified treatment occurred only in stage I cancer, when 
regional nodes were not thought to be involved and when the axillary metastases 
that sometimes appeared later were removed by delayed axillary dissection. The 
delay in the removal of the nodes did not appear to alter either the survival rate 
of the patients or increase the number of involved nodes as compared to the pa- 
tients having radical mastectomies. The question is raised as to whether the un- 
involved lymph nodes are an immunologic as well as a mechanical barrier to the 
dissemination of cancer in patients with favorable types of breast cancer, and 
whether in some cases removal or radiation of these nodes does not decrease the 
resistance of the host to circulating cancer cells. 10 references. 1 figure. 9 tables. 
—Author’s abstract. 


Treatment of breast cancer does not always lend itself well to statistical evaluation. 
Just because one ship can sail the Atlantic in five days it does not necessarily follow 
that five ships can cross the Atlantic in one day. Therefore, although it is well to re- 
assess fundamental surgical concepts from time to time, we must rely upon more than 
statistics in doing so. It would be tragic if surgeons began to excise regional lymph 
nodes only when they are grossly enlarged or contain cancer. It is foolish enough to 
“pick out” metastatic cervical nodes in cancer of the thyroid. In cancer of the breast 
“delayed axillary dissection’ or omission of axillary dissection is, to me, utter folly.— 
Alexander Blain, III. 
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ABDOMINAL SURGERY—HERNIA 


198. A Report on 313 Inguinal Herniae Repaired with Nylon Nets. ¥F. S. A. DURAN, 
R. E. GIBBINS, AND RAYMOND WHITEHEAD, Worcestershire and Manchester. 
England. Brit. J. Surg. 48:430—-434, Jan., 1961. 


As no method of herniorraphy is perfect, experiments have been carried out by 
sewing a foreign body into the posterior wall of the inguinal canal, or darning that 
wall with nonabsorbable sutures. A silver filigree was used by McGavin (1909), 
and tantallum gauze by Koontz and others (1948); polyethylene plates, polyvinyl! 
sponge, and Vitallium plates have been tried. The canal has been darned with 
silk, steel wire, and nylon. No trial seemed to have been given to nylon netting, 
which was used in the present series of 313 inguinal hernias. Three types of netting 
were tested, after a short experimental trial in rabbits which was satisfactory. 
Eighty-six inguinal hernias (50 primary indirect, 14 primary direct, and 22 recur- 
rent) were repaired with a fine nylon curtain netting, a piece being sewed into 
place as a substitute for the transversalis muscle fascia. There were 19 recurrences, 
and the trial was stopped. Fifteen inguinal hernias were repaired with a thick 
nylon net introduced by Stock (1954). Eight chronic septic sinuses resulted, the 
nets were removed, and the trial was abandoned. Two hundred and twelve in- 
guinal hernias (110 primary indirect, 68 primary direct, and 34 recurrent) were 
repaired with a hand-made net composed of 6 pound undyed braided nylon. One 
hundred and fourteen of the patients were more than 50 years old. This net was 
sewed into the back wall of the canal superficial to the transversalis muscle fascia, 
not as a replacement for it. Out of 212 repairs the wound healed in 14 days in 
196; a few took longer. However, 6 led to chronic sinuses calling for excision of 
the net. Out of the 212 repairs 195 were followed up for two years (91.9 per cent) 
by examination. Four recurrences were found. If this is the total for the series 
the recurrence rate is 1.9 per cent, but the 17 untraced patients might all be re- 
currences, a rate of 11.1 per cent. The true rate might be at either extreme or at 
some intermediary point. The incidence of chronic sinuses (6 patients) was 2.83 
per cent. The morbidity was restricted to 1 persistent testicular pain, 19 with 

~an occasional groin ache, and 11 cases of testicular atrophy. None of these pa- 
tients had changed their work or their mode of life. 

Although nylon is usually inert in human tissue, it is not so in every instance, 
and there is probably a limit to the quantity that can be tolerated. It is felt that 
hand-made nylon net may prove a useful addition to surgical technique but that 
it is probably unsuitable for routine use because of the risk of chronic sinus forma- 
tion. 37 references. 8 figures.—Author’s abstract. 


The search has not ended.—C. J. B. 


199. Hiatal Hernia as a Complication of the Heller Operation. ALFRED S. FROBESE, 
GEORGE N. STEIN, AND HERBERT R. HAWTHORNE, Philadelphia, Pa. Surgery 
49:599-605, May, 1961. 


Experience with the Heller operation for the relief of achalasia of the esophagus 
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in 48 patients has shown it to be eminently satisfactory in the correction of dys- 
phagia. However, 4 patients subsequently developed hiatal hernias which pro- 
duced severe symptoms in 3. Two required additional surgery; | had a hiatal 
hernia repair because of massive bleeding from an ulcer in the terminal esophagus, 
and the other had jejunal interposition to eliminate a marked stricture resulting 
from regurgitant esophagitis. Either these hernias coexisted with achalasia prior 
to the operation or they were the result of the operative manipulations. The 
authors contend that the latter is the more likely. Only 1 case of achalasia co- 
existing with hiatal hernia has been encountered at the Graduate Hospital, and 
few references to this combination have appeared in the literature. Regardless of 
whether the hiatal hernia is present prior to operation or is a result of the Heller 
operation, particular attention should be given to restoration of normal anatomic 
relationships of the hiatus. Narrowing of the hiatus to a normal diameter and re- 
construction of the severed phrenoesophageal ligament is recommended as an 
integral step in the operation to maintain cardioesophageal competence. 13 refer- 
ences. 10 figures.—Author’s abstract. 


Vagotomy and pyloroplasty could easily be done concurrently if the Heller pro- 
cedure is carried out transabdominally.—C. J. B. 


200. Gastrointestinal Hemorrhage After Abdominal Aortic Operations. A. ROBERT 
CORDELL, ROBERT H. WRIGHT, AND FRANK R. JOHNSTON, Winston-Salem, N. C. 
Surgery 48:997-1005, Dec., 1960. 


Bleeding from the gastrointestinal tract is among the numerous complications 
that are associated with surgical operations on the abdominal aorta. The authors 
demonstrate this by a tabulation of reports on this complication in the literature 
and present the histories of 2 patients observed by themselves. They conclude 
that fistulization between the intestinal tract and abdominal aortic prosthesis is a 
common cause of the late graft failure. Fistulization can occur with any type of 
prosthesis and even after endarterectomy. Any massive gastrointestinal hemor- 
rhage after an abdominal aortic operation should be considered of aortic origin 
until proved otherwise. Prompt diagnosis and early surgical intervention are 
required if patients with such fistulas are to be saved. Possible means of pre- 
venting the fistulas include selection of manufactured prostheses rather than 
homografts, meticulous suture technique, peritonealization of suture lines and 
prosthesis if possible, interposition of living tissue between bowel loops and grafts, 
and keeping size discrepancy of host to graft at a minimum. 24 references. 1 
figure. 4 tables——Author’s abstract. 


201. The Afferent Loop Syndrome. BERTIL BLOMSTEDT AND SVEN DAHLGRAN, Falun, 
Sweden. Acta chir. Scandinav. 120:347-357, 1961. 


Afferent loop syndrome, i.e., retention in the afferent loop following Billroth II 
partial gastrectomy, is described. The most characteristic feature is postcibal 
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biliary vomiting. Some personally observed cases are presented, and a new classi- 
fication into four types of the syndrome is suggested: (1) Vomiting of small amounts 
of biliary matter postcibally during the first months after partial gastrectomy is 
typical. In some cases the symptoms persist for a longer time, but then are very 
mild. (2) The symptoms are somewhat more severe. The postcibal vomit ranges 
from a mouthful up to about a liter of bile-stained fluid. Before the vomiting, 
there is a sensation of fullness and tension in the epigastrium. (3) The severity 
of the type 2 symptoms is accentuated. Tension and pain are felt in the epi- 
gastrium, and copious vomiting occurs. The stools may be depigmented and con- 
tain much fat. The patient loses weight, and the general condition becomes 
greatly impaired. (4) Acute retention occurs in the afferent loop, leading to gross 
dilatation and possibly rupture of the loop with resultant peritonitis. The con- 
dition may terminate fatally within about two days. 

The frequency of afferent loop syndrome of the common types | and 2 is about 
18 per cent in various reports in the literature. The etiology of the syndrome is 
not fully elucidated. In 3 of our cases, there were definite anatomic changes in 
the form of adhesions, which had acted as causal factors. In the other cases, no 
certain mechanical factors were found and it is possible that neurogenic factors 
were involved. Differentiation between afferent loop syndrome and dumping 
syndrome is not difficult as a rule. On the other hand, the afferent loop syndrome 
may be difficult to distinguish from afferent loop reflux and internal herniation of 
the afferent loop. The reflux is characterized by vomiting of food concomitantly 
with a tendency of the afferent loop to fill with food. Internal herniation produces 
the same symptoms as type 4 of the afferent loop syndrome; surgical exploration 
is necessary to establish the diagnosis. Surgical drainage of the afferent loop, 
using, e.g., jejunoplasty or enteroanastomosis, is not indicated in type 1, is ad- 
visable in types 2 and 3, and is essential in type 4. In our cases of types 2 and 3, 
the early results of enteroanastomosis have been good. 45 references.—Author’s 
abstract. 


202. A Technique for Bleeding Duodenal Ulcer. 1. s. M. JONES, London, England. 
Brit. J. Surg. 47:417-418, Jan., 1960. 


Severe bleeding from a duodenal ulcer is usually due to erosion of the gastro- 
duodenal artery or one of its larger branches. Stopping the bleeding sometimes 
presents one of the most difficult technical problems in emergency surgery, the 
surgeon being hampered by fear of damaging the common bile duct and pancreatic 
duct. Bleeding continues because there is a lateral hole in the artery, i.e., the 
artery behaves as if partially severed and cannot retract, and not because of 
atherosclerosis in gastric vessels or periarterial fibrosis. Clotting will not stop the 
bleeding from a large artery unless helped by retraction of the vessel wall. The 
bleeding artery must be tied by direct attack to achieve certain arrest of hemor- 
rhage. Any lesser procedure is liable to the complication of a recurrence of bleed- 
ing. Polya gastrectomy with removal of the ulcer may be a very formidable pro- 
cedure in a very ill patient. Defining the bleeding artery of a duodenal ulcer by 
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bougienage and then ligating it is proposed. This is safe, rapid, and certain and 
particularly suitable for the very ill, frail, or aged. The technique for ligating the 
bleeding artery follows. A duodenotomy incision is made over the ulcer, not ex- 
tending beyond the pylorus if Polya gastrectomy is also contemplated. The 
bleeding point is seen as a mound of clot protruding from the lateral hole in the 
artery in the ulcer base; it is not an artery end on, unable to retract. If the artery 
is not bleeding when first exposed, stitches should be inserted, trying to ligate it 
in continuity. Then the clot should be removed. If bleeding restarts, the hole in 
the artery should be occluded by the finger, the field sucked dry, and a bougie 
(plastic or gum elastic, about a number 8 or 9 French) threaded up the proximal 
limb of the bleeding artery. This is extremely easy. The artery is intact pos- 
teriorly and the bougie slides in along the lumen. The bougie stops the bleeding 
and, more important, demonstrates the position of the artery in three dimensions. 
A nonabsorbable stitch (25 linen thread) on a small Mayo round-bodied needle is 
inserted under the artery and the first knot tied. As the stitch is pulled tight. its 
grip around the artery and contained bougie is confirmed by gently withdrawing 
the bougie and the knot completed. This procedure is repeated on the distal limb 
of the artery. The duodenotomy incision is now closed. The artery only will 
have been picked up in the hemostatic stitch. If the patient’s condition is poor, 
nothing further need be done. If it is decided to proceed to Polya gastrectomy, 
Bancroft’s prepyloric closure of the duodenal stump will be necessary in view of 
the duodenotomy undertaken and because of the edema and ulceration already 
present. 3 references. 2 figures.—Author’s abstract. 


Although I have never used this particular method it would seem a reasonable solution 
of what at times may be a very disturbing situation. The artery is in the ulcer crater 
and usually bleeds just as freely from the distal as the proximal segment. After the 
bleeding is controlled, usually the patient's condition will improve sufficiently with 
blood replacement to proceed with removal of the ulcer and first portion of the duodenum, 
leaving the crater undisturbed in the pancreas. I have never found it necessary to 
resort to Bancroft’s prepyloric closure-—J. M. W. 


203. The Clinical Use of Polyvinyl Sponge (Ivalon) in the Repair of Oesophageal 
Hiatus Hernia. M. H. W. FRIEDMAN AND W. C. MAC KENZIE, Edmonton, 
Alberta. Canad. J. Surg. 4:176-181, Jan., 1961. 


Compressed C-shaped patches of Ivalon sponge were utilized in the surgical 
repair of esophageal hiatus hernia in a series of 17 patients. The transabdominal 
approach was preferred, but the prosthetic material was also used by the trans- 
thoracic route. Rationale for the use of this foreign material in hiatal hernia repair 
was based on: (1) An appreciable recurrence rate following the usual forms of 
surgical repair, (2) frequent inability to add fascial support, such as the phreno- 
esophageal ligament, to the muscular crural repair, and (3) satisfactory reports 
by other workers of the experimental use of Ivalon sponge in the repair of dia- 
phragmatic defects in animals. Results in this series have been generally satis- 
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factory, although the follow-up period of one to five years is still too short to be of 
significance. An encouraging feature is the absence of recurrence at this time. 
Dysphagia occurred as a transient postoperative complication early in the series 
in several patients in whom the prosthesis was applied too close to the esophagus, 
resulting in an inadequate hiatus. These patients responded well to bougie dila- 
tation. This complication was avoided later by careful placement of the Ivalon 
patch. From this preliminary study of a small series of patients, the authors 
believe that the use of a prosthetic material may be a valuable adjunct in the 
standard surgical repair of esophageal hiatus hernia. 19 references. 6 figures. 
—Author’s abstract. 


Although the series is yel small, the results thus far would appear to justify the use 
of synthetic material in the more difficull repairs. Marlex may prove even more suitable 
than Ivalon.—J. M. W. 


204. Ulcerogenic Tumors of the Duodenum. HARRY A. OBERHELMAN, JR., THOMAS 
S$. NELSEN, ALSTRUP N. JOHNSON, JR., AND LESTER R. DRAGSTEDT, 11, Chicago, 
Ill. Ann. Surg. 153:214-227, Feb., 1961. 


The association of noninsulin-producing islet cell tumors of the pancreas and 
progressive peptic ulceration was first described by Zollinger and Ellison in 1955. 
This new clinical syndrome was characterized by a hypersecretion of gastric juice 
with rapidly progressive peptic ulcerations recurring despite adequate medical and 
surgical therapy. Six patients with intractable peptic ulceration associated with 
solitary duodenal tumors are described in detail. The evidence that the duodenal 
adenomas are derived from pancreatic islet cells or their progenitors is largely 
presumptive, based on the similarity of the histologic appearance of adenomas 
occurring in the wall of the duodenum and in the pancreas proper. Following 
removal of the duodenal adenoma or carcinoma, the excessive gastric secretory 
levels were reduced to or below normal limits with healing of the peptic ulcer. 
This observation suggests that the excessive gastric secretion in these patients 
results from a humoral substance produced by the tumors, the nature of which 
remains obscure. Simple surgical excision of a benign adenoma has been shown to 
be sufficient in producing a lasting remission of ulcer disease and a reduction of 
gastric acid secretion to or below normal. A malignant adenoma requires a suitable 
cancer operation removing the primary duodenal lesion and adjacent pancreas 
and lymph nodes. Although extensive operative procedures on the stomach such 
as total gastrectomy, as suggested by some authors in the treatment of this syn- 
drome, may be necessary to control the hypersecretion of gastric juice, we have 
not found it necessary to resort to such a formidable procedure. 5 references. 10 
figures. 2 tables.—Author’s abstract. 


This careful study adds much to our knowledge of this interesting problem. The 


authors have suggesied a logical, yet conservative, approach that has been very effective. 
—J. M. W. 
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205. Surgical Aspects of Infrapapillary Duodenal Tumors. DENNIS C. HIGGINS, 
EDWARD 8. JUDD, AND MALCOLM B. DOCKERTY, Rochester, Minn, Surgery 
49 :149-160, Feb., 1961. 


‘This is a study of 30 cases of surgically encountered tumors in the infrapapillary 
portion of the duodenum. Twenty-four tumors were malignant, and six were 
benign. Four of the benign growths were incidental findings, whereas bleeding was 
the cardinal symptom in the other two. All six benign tumors were satisfactorily 
excised. Of the patients with malignant tumors, 21 per cent were less than 50 
years of age. The average duration of symptoms was 14 months. In 59 per cent 
the chief problem was obstruction; 36 per cent of these patients had resectable 
lesions. Bleeding was the prime factor in 33 per cent; in this group 75 per cent had 
resectable lesions. Eight per cent presented with pain alone as the chief symptom. 
Pallor and/or a palpable mass were the only significant physical findings. In 20 
per cent, the physical examination was essentially normal. Roentgenologic studies 
were the main aid in diagnosis; 91 per cent of the malignant tumors were demon- 
strated by roentgenograms. Only one half of the malignant tumors were resectable. 
Segmental resection was performed in 10 cases and radical pancreaticoduodenec- 
tomy in 2. In 8 of the resected specimens the lymph nodes were uninvolved, and 
invasion of the pancreas was found in one of the specimens in which pancreatico- 
duodenectomy was carried out. One third of the resected patients were living and 
well 5 to 19 years after the operation. All had undergone segmental resection. 
This suggests that segmental resection may be preferable for malignant lesions in 
this portion of the duodenum when the diagnosis is made early. Of the 12 non- 
resectable patients, 10 had palliative procedures for relief of obstruction and all 
were dead within two years. 20 references. 3 figures. 3 tables.—Author’s abstract. 


It is helpful for the surgeon encountering such a tumor to know that in this location 
there is an 80 per cent chance of cancer. The survival is surprisingly good following 
resection for cancer.—J. M. W. 


206. Safety in Performing Partial Gastrectomy for Peptic Ulcer. HAROLD D. HARVEY, 
New York, N. Y. Ann. Surg. 153:256-260, Feb., 1961. 


The deaths that occurred in Presbyterian Hospital, New York, during the years 
1946 to 1957, following 1699 partial gastrectomies for peptic ulcer, have been 
analyzed. For elective resections, with or without vagectomy, the postoperative 
death rate averaged about | per cent. After emergency resections for acute mas- 
sive hemorrhage it was nearly 10 per cent, but after emergency resections for acute 
perforation there were no deaths. The chief causes of death were classified into 
four categories, pancreaticoduodenal, cardiovascular-pulmonary disease, under- 
lying illness other than the ulcer, and miscellaneous. 

Most of the deaths after elective resections for duodenal ulcer fell into the first 
category, following ill-advised attempts to dissect out difficult duodenal ulcers. 
A technique is described that has been successful in the management of these 
difficult ulcers. 3 references. 3 figures. 2 tables.—Author’s abstract. 
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Difficulties with disposal of the duodenal stump decrease as the surgeon’s experience 
increases. The method described by the author can also be used: removing the pylorus 
and placing the catheter in the duodenum. I believe this is preferable to attempting to 
remove all the mucosa from the pylorus.—J. M. W. 


207. Internal Hernia Afler Gastrojejunostomy. ALFRED M. MARKOWITZ, New York, 
N. Y. Surgery 49:185-194, Feb., 1961. 


Construction of each gastrojejunostomy, either as a procedure by itself or as a 
step in the performance of a partial gastrectomy, results in the formation of an 
internal hernial ring that may be the cause of severe difficulties in the immediate 
or distant postoperative period. Ninety-two cases were surveyed and the literature 
analyzed for pertinent details. The presence of a space of limited area posterior 
to either a retrocolic or antecolic gastrojejunostomy can be demonstrated un- 
equivocally in the anatomy as seen at operation or autopsy. Moreover, a space 
bounded by structures of limited elasticity is, by definition, an actual or potential 
hernial ring. Analysis of the data revealed no significant difference in the incidence 
of internal herniation between antecolic and retrocolic anastomoses. The direction 
of the jejunal loop in relation to the gastric pouch also did not appear to be a 
significant factor in causing internal herniation. However, if we consider herniation 
of the afferent limb of jejunum, the antecolic anastomoses with afferent limb at- 
tached to the lesser curvature of the stomach has a rather high incidence of this 
complication. The over-all mortality rate in these 92 patients was 46 per cent. 
Closure of the internal hernial ring appears to be a reasonable step in every gastro- 
jejunostomy. 61 references. 4 figures. 7 tables.—Author’s abstract. 


It is a simple step to close the small ring after a postcolic gastrojejunostomy with a 
short proximal loop, but the anterior anastomosis is not so readily sealed off. I have 
never had this complication after the postcolic Hofmeister type of gastrojejunostomy.— 
J. M. W. 


208. Twenty-Four Years of Experience with Elective Gastric Resection for Duodenal 
Ulcer. HAROLD D. HARVEY, New York, N. Y. Surg., Gynec. & Obst. 172: 
203-210, Feb., 1961. 


This report surveys follow-up record of 1488 patients who underwent partial 
gastrectomy for duodenal ulcer during the years 1936 to 1957. Ninety-six per 
cent of the patients were being currently followed in 1959 or 1960 or had been 
followed up to their death prior to that time. More than 200 patients had been 
followed up for 13 to 23 years. The postoperative death rate in hospital was about 
1 per cent after 1945. The death rate after leaving the hospital varied from 25 
per cent for the early cases to about 6 per cent for the recent cases. Nearly all 
deaths since 1945 are attributed to causes that were unrelated to the ulcer, the 
operation, or the anesthetic. The maintenance of a low hospital death rate is 
considered the greatest advance made in ulcer surgery since 1936. There were 
very few operations for ulcer other than resection after 1945. The other note- 
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worthy advance was the addition of vagectomy to resection. The incidence of 
marginal ulcers stood consistently at about 8 per cent whether resections of 50 
or 75 per cent of the stomach were done, until vagectomy was added, when the in- 
cidence fell abruptly to about 1.5 per cent. The incidence of dumping and nu- 
tritional difficulties was clearly higher when high resections were done and fell 
when the resections were limited to 50 per cent. No advantage was demonstrated 
in Billroth 1 anastomoses over Billroth 2. 3 references. 8 tables.—Author’s 
abstract. 


This careful, long-term follow-up is most interesting and should be studied by every 
surgeon doing gastric surgery. —J. M. W. 


209. An Experimental Method for Localizing the Source of Intestinal Bleeding. 
WILLIAM V. HEALEY, ROBERT C. RIGGINS, RICHARD L. WHITE, DAVID V. HABIF, 
AND WELLINGTON B. STEWART, New York, N. Y., and Lexington, Ky. Surg., 
Gynec. & Obst. 112:285-288, March, 1961. 


In order to test the localization of hemorrhage throughout the gastrointestinal 
tract, 3 small Geiger-Muller counters, 0.3 by 2.5 cm., were spaced at eight inch 
intervals within a modified Cantor nasogastric tube. A lead from each counter 
ran out the tube and was connected to its individual count rate meter. The most 
distal Geiger counter was connected separately to count rate meter 1; the next 
proximal Geiger counter to count rate meter 2, etc. Each counter responded indi- 
vidually to ionizing events near it. All counters could be read simultaneously from 
the assembled count rate meters. It was thought that, if an isotope with beta 
emission were used (4 to 7 mm. in tissue), discrete localization by one Geiger 
counter and its count rate meter might occur while the other radiation detectors 
would not respond. The idea was tested in 7 dogs. Autologous red cells were 
labeled with 28 to 88 microcuries of P®* by the technique of Mollison et al. Fol- 
lowing intravenous injection of the erythrocytes, a laparotomy was done (for con- 
venience) and the Cantor tube containing the Geiger counters was passed into the 
stomach, small bowel, or ascending colon. Controlled hemorrhage (2 to 15 ml.) 
into the lumen of the bowel was produced, and, by reading the count rate meters 
alongside the animal, it was possible to determine which of the Geiger counters 
was nearest the point of bleeding. Each dog was tested for hemorrhage six to ten 
times. One to two minutes after bleeding began, the event was noted by the 
count rate meter recording from that Geiger counter nearest the source of hemor- 
rhage. Two to 15 ml. of blood was sufficient to produce a response that was 70 
to 100 times the background count. There were no failures in localizing the source 
of bleeding. There were no false positive tests. Multiple sites of bleeding could be 
recognized simultaneously. Clotting facilitated localization. Intestinal contents 
did not interfere with the tests. It is concluded that a method of detecting localized 
beta radiation in the intestinal tract is now available. This method has been used 
to localize gastrointestinal hemorrhage. 3 references. 2 figures.—Author’s abstract. 


Any laboratory procedure that will locate exactly the point of origin of bleeding 
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and even multiple sites should prove to be of inestimable value to the gastroenterologist. 
—J. M. W. 


210. Vagotomy, Pyloroplasty and Suture—a Safe and Effective Remedy for the 
Duodenal Ulcer That Bleeds: A Progress Report on 100 Consecutive Cases. 
HOWARD E. DORTON, Lexington, Ky. Ann. Surg. 153:378-382, March, 1961. 


One hundred consecutive cases with bleeding duodenal ulcer of varying degrees 
of severity treated by vagotomy, suture of the bleeding point where indicated, and 
a drainage procedure (usually pyloroplasty) followed up for an average of 514% 
years are presented. There was no operative mortality, although 42 of these 
patients were in critical condition with presumed continuing hemorrhage at the 
time of surgery. Only 14 were actively bleeding at the time of surgery. There 
was no recurrence of bleeding in the immediate postoperative period. Fifty-three 
mild to moderately bleeding patients treated and traced had five recurrences of 
bleeding (9.4 per cent). At least 2 of these were due to incompleteness of the 
vagotomy. Thirty-nine patients with exsanguinating hemorrhage treated and 
traced had only one recurrence of bleeding (2.6 per cent). The average recurrence 
rate in 92 patients treated and traced with all types of bleeding was 6.5 per cent. 
The authors believe that the proved safety, simplicity, and effectiveness of this 
procedure would seem to justify a more aggressive surgical attitude rather than 
possibly disastrous procrastination in managing patients with severely bleeding 
duodenal ulcer. 9 references. 1 figure. 2 tables.—Author’s abstract. 


This would appear to be a logical and safe procedure for the patient operated on 
during an acute bleeding episode. For the patient operated on in the interval after 
the acule hemorrhage has subsided I would prefer subtotal gastrectomy.—J. M. W. 


211. Vagotomy Without Postoperative Nasogastric Suction. GEORGE I. THOMAS, 
DAVID METHENY, AND VERNON 0. LUNDMARK, Seattle, Wash. Northwest Med. 
60:387-391, April, 1961. 


A group of 54 patients were operated upon for gastric or duodenal ulcers or com- 
plications arising therefrom and managed without routine nasogastric suction. 
The purpose of this study was to determine whether or not it was feasible to man- 
age the vagotomized stomach without the routine use of a nasogastric tube for 
the first two to five days after operation. The routine use of nasogastric suction 
has been more or less adopted, without consideration of the altered physiology 
induced by the tube and the complications arising therefrom, in the absence of 
knowledge of the feasibility of discontinuing of the nasogastric tube. Forty-one 
of the 54 patients (76 per cent) had vagotomy and hemigastrectomy with a Bill- 
roth | reconstruction. The remainder of the patients, 13 in number, had vagotomy 
with limited resection, Billroth 2, or pyloroplasty. In all but 6 patients, a failure 
rate of 11 per cent, the postoperative convalescence was without problems when 
the nasogastric tube was eliminated. Eighty-nine per cent of these patients com- 
menced oral feeding and diet by the third postoperative day. There was no in- 
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creased vomiting, diarriea, abdominal cramps, indigestion, etc., under this regime. 
The 6 patients requiring nasogastric tubes are reported on in detail with a brief 
comment as to the necessity for the use of the nasogastric tubes. The success of 
this treatment is based on the management, outlined in detail and used routinely. 
The most important aspect of management is the education of the patient with 
respect to expectorating all saliva and avoiding pain or restlessness that is con- 
ducive to air swallowing. Photographs taken in the postoperative period in these 
patients show fluid residing in the gastric remnant as would be expected, but this 
is limited and, on resumption of bowel activity and oral feedings, the retained 
gastric and intestinal fluid becomes minimal. The authors conclude that one can 
add vagotomy to the list of procedures managed without the routine use of a 
nasogastric tube and suction. 11 references. 2 figures. 5 tables.—Author’s 
abstract. 


212. Gastric Radiation—Nonsurgical Treatment for the Surgical Ulcer. HAROLD C. 
KLEIN AND NORMAN E. BERMAN, Cleveland, Ohio. J.A.M.A. 176:98-101, 
April 15, 1961. 


Fifty consecutive patients with duodenal ulcer complicated by hemorrhage or 
intractability to a degree that warranted surgical intervention were treated by 
gastric radiation instead of operation. The therapy was well tolerated, and no 
serious complications were encountered. After the treatment, the patients were 
permitted an unlimited diet without medication of any kind. After a follow-up 
period of 2 to 8% years, 27 of the 50 treated patients were found to be completely 
free of ulcer disease and 11 had only short-lived episodes of mild epigastric distress. 
One patient had definite but mild recurrent ulcer. There were 11 failures. In 5 
of these patients, ulcer recurred following treatment but not severely enough to 
warrant operation. The remaining 6 required and received gastric resection with- 
out apparent addition to the risks of the operation by virtue of having had gastric 
radiation. 10 references. 2 tables.—Author’s abstract. 


Could such therapy result in actinic gastritis? It is usually 15 to 20 years after 
X-ray therapy over the lower abdomen for uterine carcinoma before symptoms of in- 
testinal obstruction and bleeding occur.—J. M. W. 


—INTESTINES 


213. Anemia Associated with Dilated Blind Segments of the Small Intestine After 
Side-to-Side Anastomosis. JOHAN HERTZBERG, Oslo, Norway. Acta chir. 
Scandinav. 120:376-379, 1961. 


Dilated blind segments following side-to-side anastomosis of the small intestine 
are rare. A study of the literature revealed 16 cases, reported on by nine authors. 
The author describes 3 personal cases with severe microcytic anemia. The anemias 
occurred 10, 7, and 6 years after operations for intestinal obstruction. Following 
resection of the dilated anastomosis and new end-to-end anastomosis, the patients 
remained cured of their anemia during eight, seven, and six years’ observation, 
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respectively. The dilation affected both bowel segments, being most pronounced 
in the afferent one, and the largest measured 20 X 10 cm. The walls were thick- 
ened, inflamed, and ulcerated. Some of these patients have abdominal symptoms, 
such as pain, diarrhea, nausea, and vomiting. But it is important that other 
patients may develop anemia without abdominal symptoms, a fact which makes 
the diagnosis difficult. The patients may be under medical treatment for anemia 
for years without diagnosis being made. Roentgenological examination is not 
dependable. The patient should be operated on if the condition is suspected, 
despite lack of positive roentgenologic findings. The anemia may be microcytic, 
with blood in the feces, as in these 3 cases. However, macrocytic anemia also has 
been described in the literature. 11 references. 4 figures.—Author’s abstract. 


214. Intestinal Obstruction Following Total Colectomy for Ulcerative Colitis. G. E. 
TOLSTEDT AND J. W. BELL, Seattle, Wash. Ann. Surg. 153:241-245, Feb., 
1961. 


Thirty-seven male patients who had been treated by resectional surgery for 
chronic ulcerative colitis were examined and their charts reviewed. The specific 
purpose of this study was to determine the incidence and cause of intestinal ob- 
struction. Seventeen of the 37 patients (46 per cent) had been hospitalized one or 
more times for bowel obstruction. A total of 33 operations for relief of bowel 
obstruction was done on 15 of these patients. It was observed that, in the 34 per 
cent of patients who had ulcers in the terminal ileum at the time of colectomy, 
the incidence of postoperative complications was high. Ten patients had obstruc- 
tion only at the ileostomy. Five patients with recurrent ileostomy stenosis were 
relieved by resection of additional ulcerated terminal ileum. This occurred three 
to seven years after the initial total colectomy, thus representing a late or re- 
current ulcerative enteritis. Subsequent freedom from ileostomy stenosis following 
resection of the ulcerated ileum suggests that the ulceration was not secondary to 
malfunctioning ileostomy. Thirteen patients were obstructed at some site proximal 
to the ileostomy. Seven of these were due to inflammatory adhesions and 5 to vol- 
vulus about the ileostomy. 8 references. 4 figures. 2 tables.—-Author’s abstract. 


215. Eztrarectal Tumors Caused by Silent Carcinomas of the Stomach and Pancreas. 
JULIAN O. SALIK, Baltimore, Md. J.A.M.A. 175:457-462, Feb. 11, 1961. 


Extrarectal masses in the rectouterine or rectovesical excavation are not infre- 
quent. Occasionally, patients present themselves with colonic complaints that 
point toward the rectosigmoid area but which, on subsequent examination, are 
proved to be caused by metastases seeding down from latent carcinomas of the 
gastrointestinal tract, usually the stomach or the pancreas. The primary lesion 
may be completely silent, and its dropped metastases should not be mistakenly 
diagnosed as colonic neoplasms. Pathological changes in the rectal shelf may be 
caused by benign or malignant tumors, or are of inflammatory origin. Some of 
these conditions can be found in both men and women; others are encountered 
in either the female or the male pelvis. The paper reports on 9 patients (7 with 
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carcinoma of the stomach and 2 of the pancreas) whose chief signs and symptoms 
were referable to the rectosigmoid area. A number of patients who exhibited dual 
complaints referable to the upper gastrointestinal tract and rectosigmoid area, 
and patients with known upper gastrointestinal neoplasms in whom barium enema 
examination disclosed the presence of unsuspected small or large extrarectal 
metastatic deposits, were not included in the paper. The roentgenographic char- 
acteristics of pararectal metastatic deposits are rather clear, and a careful barium 
enema examination visualizing the rectosigmoid in oblique and lateral positions 
should lead, in most instances, to a correct diagnosis. 13 references. 9 figures.— 
Author’s abstract. 


216. Implantation from the Bowel Lumen in Cancer of the Large Intestine. w. 
MILO KEYNES, London, England. Ann. Surg. 153:357-364, March, 1961. 


The local recurrence after anterior restorative resection for carcinoma of the 
rectum and rectosigmoid is between 10 and 16 per cent, and some of the recurrences 
may be due to implantation of loose, viable cancer cells in the anastomosis. Im- 
plantation can occur “naturally” as well as “surgically,”’ and free cancer cells have 
been obtained from the bowel lumen in patients. Experimentally it has also been 
shown that cancer cells placed in the bowel of rabbits can be implanted into a 
colonic suture line. A local recurrence following an anterior resection is often at 
the suture line and limited to the bowel wall. Examination of removed specimens 
has suggested that inadequate removal of the primary growth, or lymphatic or 
venous spread, does not explain most of the local recurrences, and itseems unlikely 
that they can often be due to the development of a new primary carcinoma. It 
has been concluded that as many as three fourths of local recurrences are due to 
implantation. At St. Mark’s Hospital, 1 in 500 mercury bichloride has been used 
as an irrigating solution for the last 12 years to try and prevent implantation in 
surgery for cancer of the large intestine. The method of use of the mercury bi- 
chloride is described; no side effects have been noted. The postoperative urinary 
excretion of mercury has not risen, where measured, above the normal range, and 
there has been no delay in healing as a result of its use. Following mercury bi- 
chloride irrigations, the local recurrence in 187 patients followed up for more than 
two years after radical anterior resection was 2.1 per cent, and after 42 palliative 
operations was 4.8 per cent. The local recurrence in all 229 patients was 2.6 per 
cent, which is a significant reduction from the usual rate of between 10 and 16 
per cent. This result suggests that at least 75 per cent of local recurrences after 
anterior resection are due to implantation, and that an irrigating solution, such as 
1 in 500 mercury bichloride, should be more widely used in cancer surgery to reduce 
the chance of implantation of free cancer cells onto freshly cut tissues. 40 refer- 
ences. 2 tables.—Author’s abstract. 


217. The Results of Surgical Treatment of Chronic Regional Enterilis. LE ROY H. 
STAHLGREN AND L. KRAEER FERGUSON, Philadelphia, Pa. J.A.M.A. 175: 
986-989, March 18, 1961. 
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Fifty-two patients underwent 86 definitive operations for chronic regional en- 
teritis, with an operative mortality of 1.2 per cent. The primary recurrence rate 
was 49 per cent of 43 patients who were followed up for more than one year and 
52.9 per cent of 34 patients followed up for more than five years. If the 4 patients 
who were lost to follow-up are added to the recurrences, the 5 year recurrence rate 
is increased to 57.9 per cent. The postoperative recurrences appeared early in 33.3 
per cent of cases, but more than five years after operation in 28.6 per cent. The 
recurrence rate declined as the patients’ ages increased. Recurrence was noted in 
67 per cent of patients with extensive disease, whereas 42 per cent of patients with 
involvement of a short segment of intestine developed a recurrence. All patients 
with extensive lymphadenopathy suffered a recurrence and were operated on, and 
suffered a second recurrence in 69 per cent of cases after a short period of follow-up. 
The rate of recurrence was not significantly affected by the patient’s sex, the 
preoperative duration of the enteritis, or the choice of operative procedure. The 
results of surgical therapy, as measured by the patient’s return to normal activity, 
were satisfactory in 81.4 per cent of 43 patients followed more than one year. 9 
references. 5 tables.—Author’s abstract. 


218. Multiple Lymphomatous Polyposis of the Gastrointestinal Tract. JoHN Ss. 
cornEs, London, England. Cancer 14:249-257, March-April, 1961. 


This paper describes the clinical and pathologic features of 5 cases of giant 
follicle lymphoma, lymphosarcoma, reticulum cell sarcoma, and Hodgkin’s disease, 
and reviews 22 cases reported in the literature. The polyps, composed of varying 
types of lymphoid tissue, were sessile or pedunculated, and involved considerable 
segments of the gastrointestinal tract. When first seen, the symptoms were usually 
referable to the bowel and there was no evidence of systemic involvement. Sys- 
temic involvement was usually a terminal event, but in 2 cases autopsies showed 
that the disease was localized entirely to the gastrointestinal tract. No case was 
complicated by leukemia. Deep X-ray therapy produced initial clinical improve- 
ment, with relief of pain, abdominal distension, and diarrhea. Intravenous nitrogen 
mustards and radioactive phosphorus proved of doubtful value. The disease was 
too widespread for radical surgery, but surgical intervention was required for 
perforation, intestinal obstruction, and massive melena. 27 references. 5 figures. 
1 table.—Author’s abstract. 


219. Abdominal Angina—Diagnosis and Surgical Treatment. GEORGE C. MORRIS, 
JR., AND MICHAEL E. DE BAKEY, Houston, Texas. J.A.M.A. 176:89-92, April 
15, 1961. 


Although the syndrome of abdominal angina has been recognized occasionally 
for many years, it is seldom diagnosed before death or operation for mesenteric 
thrombosis. The condition usually occurs in patients of the arteriosclerotic age 
group. Outstanding symptoms include postprandial pain, weight loss, and con- 
stipation. Gastrointestinal studies may be negative or may show evidence of im- 
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paired intestinal motility, excessive fat in the feces, and occult blood. Aortography 
with exposure of the visceral vessels in the lateral projection provides definitive 
diagnosis and affords clear visualization of the proximal and segmental character 
of the occlusive process. Revascularization of the celiac and superior mesenteric 
arteries by arterial reconstructive procedures is important not only to alleviate 
symptoms but to prevent mesenteric thrombosis and death. An illustrative case 
is presented. 11 references. 3 figures.—Author’s abstract. 


Intestinal pain after ealing should always suggest that this mechanism may be in- 
volved. The pain should be directly proportional to the degree of intestinal loading, 
as the pain of angina pectoris is proportional to heart work.—C. J. B. 


—LIVER AND BILIARY TRACT 


220. Primary Closure of the Common Duct. WILLIAM FRANCIS RIENHOFF, JR., 
Baltimore, Md. Ann. Surg. 157:255-260, Feb., 1960. 


The purpose of this report is to call attention to the experimental and clinical 
observations which have demonstrated not only the feasibility but the distinct 
advantages in omitting drainage of the common bile duct following choledochotomy 
for removal of gallstones in the common hepatic and/or common duct, except for 
certain specific cases. Over a period of 30 years (not taking into account patients 
operated upon by other surgeons at the Johns Hopkins Hospital, Church Home 
and Hospital, Union Memorial Hospital, or the Hospital for Women of Maryland, 
but only the author’s personal series of 722 patients operated upon for chronic 
cholecystitis and cholelithiasis), of 722 patients the common duct was explored in 
100. In 55, common duct stones were discovered at the time of operation and re- 
moved from the common duct; in 45, explorations were negative. Thus 7.6 per 
cent of the series of 722 had common duct stones. Two patients died, 1 of pneu- 
monia and 1 of a coronary thrombosis. The patient with pneumonia died before 
the era of antibiotics. In all, the incision in the common duct was closed with 
great care and no catheter of any type was placed within the common duct. Fifty- 
three of these patients have been followed up, and in no instance had there been a 
recurrence of the symptoms and signs of a common duct stone, and none had been 
reoperated on. If any stones were overlooked at the time of original operation or 
if any stones descended from the liver in the years following the original operation, 
they had lain latent or were passed into the duodenum, causing no signs or symp- 
toms. There have been no complications resulting from closing the common duct 
without placing a tube within it, and the convalescence of the patient has been 
much more comfortable and their general sense of well-being far more normal from 
a physiologic standpoint and more rapid than if the bile were drained to the ex- 
terior by a tube. The dilated ampulla of Vater, even though this dilation is slight, 
allows the bile to proceed along its natural channel to the duodenum, and elderly 
patients particularly have a much less serious postoperative course. The use of a 
T tube or any form of catheter in the common duct has been omitted, except in the 
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presence of bile stone, sludge, suppurative cholangitis, or pancreatitis, or when a 
stricture of the common duct has been repaired. It would appear to be unnec- 
essary to use any type of tube drainage for the ordinary run-of-the-mill common 
duct stone or stones encountered.—Author’s abstract. 


This report has stimulated a great deal of discussion. During the early 20's there 
were several similar publications by Richter. Surgeons all over the world have periodi- 
cally reported primary closure of the common duct following exploration. “‘The danger 
of closing the duct obviously is that of a bile peritonitis resulting from unrecognized 
distal obstruction and dehiscence of the suture line.” The proper selection of ducts 
to be closed is paramount if this maneuver is not to result in either hazardous complica- 
tions or an increased mortality rate. Generally, the surgeons who advocate primary 
closure are insistent upon accomplishing a dilatation of the sphincter of Oddi to their 
satisfaction and the placing of a soft rubber drain down to the vicinity of the chole- 
dochal wound. The avoidance, as the author states, of primary closure when the com- 
mon duct is inflamed, when there is a suppurative cholangitis or pancreatitis, and 
when the duct is filled with sludge is essential. It is equally essential to avoid primary 
closure when the surgeon is not completely convinced that no calculi remain, that the 
sphincter has been adequately dilated, or that no undue trauma has been used in the 
dilatation that could lead to edema, hemorrhage, and inflammation in the wall of the 
_ distal duct resulting in obstruction. 

Closure of the choledochal wound and the insertion of a small catheter through the 
stump of the cystic duct is a safer procedure. When there is the slightest doubl in the 
surgeon’s mind concerning the desirability of primary closure, some form 0) drainage 
of the common duct should be effected —W. D. H. 


221. Prophylactic Portacaval Shunts. B. H. SULLIVAN, JR., ARTHUR COHEN, AND 


EDDY D. PALMER, Washington, D. C. Gastroenterology 39:414—419, Oct., 
1960. 


Portosystemic venous shunt operations were performed on 28 patients with 
hepatic cirrhosis and esophageal varices who had not experienced a major gastro- 
intestinal hemorrhage, and upon 62 similar patients who had bled one or more 
times from varices. The surgical mortality rate in the first (prophylactic) group 
was 3.6 per.cent; in the second (posthemorrhage) group, 11.3 per cent. Five of 
the operations were emergency shunts performed because bleeding could not other- 
wise be controlled; 4 of these patients died in the immediate postoperative period. 
Fatal hemorrhage from varices did not occur in the prophylactic shunt group. 
Deaths from liver failure occurred with equal frequency (25 per cent) in the two 
groups; nonfatal complications were present in 25 per cent of the prophylactic 
group and 53 per cent of the posthemorrhage group. Survival rate four or more 
years after operation was 57 per cent for the prophylactic group and 38 per cent 
for the posthemorrhage group when calculated by the actuarial method (post- 
operative deaths included). Continuation of the study seems to be justified. 5 
references. 4 tables.—Author’s abstract. 
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The reader is referred to the excellent discussion at the end of the original paper. 
—wW. D. H. 


222. Cholecystostomy in the Aged. ROBERT E. CONDON AND LLOYD M. NYHUS, 
Seattle, Wash. Am. J. Surg. 100:544-550, Oct., 1960. 


The indications for cholecystostomy are not absolute, but are determined by the 
condition of the patient and the operative findings. The clinical courses of 38 
aged patients who had had a cholecystostomy for acute cholecystitis are reviewed. 
The average age was 74 years. Although the classical signs and symptoms of acute 
cholecystitis were frequently atypical or absent, pain in some part of the abdomen 
was a constant finding. More than half the group were found at operation to have 
complications such as empyema of the gall bladder, perforation, gangrene, or 
adenocarcinoma. The mortality rate was 16 per cent. Delay of operation and 
perforation of the gall bladder were associated with an increased mortality risk. 
Should subsequent cholecystectomy be recommended to all aged patients who 
have undergone cholecystostomy? Based on their study, the authors recommend 
that aged patients should have a subsequent elective cholecystectomy only if 
they are considered good surgical risks. If a patient is not a good risk, then subse- 
quent cholecystectomy should be advised only if symptoms recur. However, 
about half of poor risk aged patients will remain asymptomatic following their 
cholecystostomy; subsequent interval cholecystectomy is not recommended for 
these patients. 12 references. 6 tables.—Author’s abstract. . 


223. Effect of Surgical Pituitrin upon Portal and Hepatic Circulation. 1. HEIM- 
BURGER, S. TERAMOTO, AND H. B. SHUMACKER, JR., Indianapolis, Ind. Surgery 
48 :706-715, Oct., 1960. 


Intravenous surgical Pituitrin has been used in several clinics to lower the 
pressure in the portal venous system and effectively stop hemorrhage from esoph- 
ageal varices. By measuring the effect of single injections and continuous in- 
fusions of Pituitrin upon the measured portal vein blood flow and pressure in dogs, 
a marked suppression of these values was consistently shown. The continuous 
infusion of 40 units of surgical Pituitrin over a 30 minute period seemed to give the 
best results, effectively reducing portal flow approximately 60 per cent during the 
period of infusion. Portal vein blood pressure and oxygen saturation were similarly 
depressed. The measured hepatic vein blood flow was also markedly depressed 
initially, but soon rose to a level only 30 per cent below normal and remained there 
for the remainder of the infusion. This was interpreted as reflecting an increased 
flow through the hepatic artery into the liver in response to a decreased pressure in 
the hepatic sinusoids. The response of the portal vein pressure in 2 patients with 
portal hypertension receiving infusions of Pituitrin is also recorded. It is sug- 
gested from these studies that infusions of Pituitrin are potentially useful in the 
management of patients with bleeding esophageal varices. 7 references. 7 figures. 
1 table.—Author’s abstract. 
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These studies justify the cautious use of Pituitrin as an adjuvant in the emergency 
control of bleeding from esophageal varices. Its true efficacy and complications that 
may arise will require many additional observations.—W. D. H. 


224. An Experimental Study of Thoracic Transplantation of the Spleen: A Method 
of Portal Decompression. JOHN H. FOSTER, WILLIAM S. STONEY, AND H. WIL- 
LIAM scott, JR., Nashville, Tenn. Surgery 49:223-234, Feb., 1961. 


An experimental evaluation of thoracic transposition of the spleen as a method 
of decompressing an obstructed portal system has been conducted. The spleen 
was transposed into the left pleural cavity in 48 dogs. Survivors have now been 
followed up for from 3 to 11 months and have remained in good health with no 
evidence of deleterious effects as a result of the procedure. Splenography was 
used to demonstrate the prompt development of extensive splenothoracic venous 
anastomoses. Whereas in the normal dog acute ligation of the portal vein is uni- 
formly fatal, 73 per cent of the dogs with thoracic transposition of the spleen 
survived acute ligation of the portal vein. The nature and extent of spleno- 
thoracic venous collaterals were described and discussed. The results indicate 
that the procedure is a relatively safe and effective method of decompressing the 
portal system and suggest that adequate clinical trial is warranted. 8 references. 
15 figures.—Author’s abstract. 


These studies are impressive.—W. D. H. 


225. Reconstruction of the Common Bile Duct by End-to-End Anastomosis Without 
the Use of an Internal Splint or Stent Support. JOHN L. MADDEN AND WILLIAM 
J. Mc CANN, New York, N. Y. Surg., Gynec. & Obst. 7172:305-314, March, 
1961. 


In this study, both experimental and clinical, the necessity for the use of an in- 
dwelling T tube in reconstruction operations upon the common duct was questioned. 
The experimental study was comprised of 56 dogs on whom 73 operations were 
performed. End-to-end anastomoses were done between duct segments of both 
equal and unequal diameters. There were 39 animals (70.0 per cent) who had 56 
operations performed that were available for chronic study. In 3 dogs (5.3 per 
cent), strictures occurred. The clinical study comprised 15 patients, 8 of the 
authors’ and 7 of the independent series of W. J. Lytle of England. In each pa- 
tient, the stricture was resected and a duct-to-duct anastomosis done without the 
use of a T tube support. There was one (6.6 per cent) death (authors’ series). 
In the 19 survivors, there was one failure (Lytle’s series), which was negated nine 
months later by a second end-to-end reconstruction. The corrected series totaled 
15 patients with no failures and one death (6.6 per cent), and 16 operations with 
one failure (6.2 per cent) and one death (6.2 per cent). From the results of the 
study, it was concluded that primary reconstruction of the common duct by end- 
to-end, mucosa-to-mucosa union without tension on the suture line is both logical 
and feasible. 18 references. 6 figures.—Author’s abstract. 
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This is an excellent paper thal supports the technique of end-to-end common bile 
duct anastomosis recommended in Madden’s surgical atlas. The technique is as 
logical as end-to-end anastomoses of blood vessels in which no splint is used. Sur- 
geons using this procedure frequently should try this technique if they have not already 
done so. The many excellent surgeons who have only occasional necessity for common 
bile duct anastomoses must remember that a leak may result in bile peritonitis and 
thal an internal splint in the form of a T tube is good insurance against such an 
accident.—Alexander Blain. 


226. Diagnosis of Liver Disease by Radioisolope Scanning. HENRY N. WAGNER, JR., 
JOHN G. MC AFEE, AND JAMES M. MOZLEY, Baltimore, Md. A.M.A. Arch. Int. 
Med. 107 :324-334, March, 1961. 


Using an automatic photoscanning technique, the authors have studied a series 
of 150 patients with suspected disease in the right upper quadrant of the abdomen. 
Improvements in photographic recording, together with optimal collimation and 
efficient scintillation crystals, have yielded a technique of considerable clinical 
usefulness. The spatial distribution of radioactive colloidal gold, taken up by 
hepatic reticuloendothelial cells, and radioactive rose bengale, a dye that concen- 
trates in hepatic parenchymal cells, was studied. The liver could be accurately 
localized by superimposing the photoscan over an abdominal roentgenogram made 
simultaneously. In normal persons, the borders of the liver were clearly de- 
marcated and the radioactivity was uniformly distributed within. Malpositions 
of the liver seen in patients with subphrenic abscesses or congenital maldevelop- 
ment were easily seen. Localized decreases in radioactivity were found in patients 
with amebic and pyogenic intrahepatic abscesses, cavernous hemangiomata, 
ecchinococcus cysts, arteriovenous fistulae, and both primary and metastatic 
intrahepatic tumors. Multiple areas of decreased radioactivity were seen in 
patients with multiple metastases. Diffuse decrease in activity, usually in asso- 
ciation with enlargement of the total photoscan area, was observed in biliary, 
cardiac, and Laénnec’s cirrhosis. The demonstration of rose bengale in the intes- 
tinal tract outside the hepatic photoscan differentiated complete biliary obstruc- 
tion from parenchymal disease. Little difference was found between normal 
persons and patients with infectious hepatitis, unless the hepatitis was extremely 
severe. The photoscans were particularly helpful in the differential diagnosis of 
right upper quadrant abdominal pain, indicating whether the patient had a sub- 
phrenic abscess or space-occupying intrahepatic lesion, in the differential diagnosis 
of abdominal masses, and in enabling an accurate follow-up therapy in intrahepatic 
abscesses. Major surgery was avoided in many patients when the hepatic photo- 
scan revealed space-occupying lesions that were biopsied by needle aspiration. 
9 references. 21 figures.—Author’s abstract. 


This frontier of diagnosis is being watched with great interest by many surgeons 
as well as physicians. It is al present too expensive for hospitals other than Johns 
Hopkins and other such centers. It is to be hoped that in the future such advances 
in diagnosis may be brought within the means of all hospitals.—Alexander Blain. 
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227. Elevated Serum Amylase: A Review and an Analysis of Findings in 1,000 
Cases of Perforated Peptic Ulcer. FRANK A. ROGERS, Whittier, Calif. Ann. 
Surg. 153:228-240, Feb., 1961. 


A review of the mechanisms through which an elevated serum amylase can occur 
was presented. The various causes for a rise in peripheral blood amylase can be 
classified as: (1) Diseases primary in the pancreas, (2) diseases which appear to 
cause a secondary pancreatitis by producing dysfunction at the ampullary level, 
(3) diseases totally unrelated to the pancreas which cause a peripheral amylase 
rise primarily by gastrointestinal leak or exudation, and (4) renal insufficiency 
states. Elevated serum amylase levels in gastroduodenal perforations are of sig- 
nificance primarily -because they confuse a picture which otherwise might be 
typical of perforation. One thousand patients with perforated peptic ulcer were 
analyzed for the frequency of abnormal serum amylase. Levels above normal were 
seen in approximately 1 out of every 6 patients. In this group 160 patients were 
found to have amylase levels of 200 units or more. This rise in serum amylase in 
perforated ulcer probably results from increased liberation of pancreatic secretion 
through the perforation into the free peritoneal cavity. From there it reaches the 
blood stream through lymphatic absorption. The mortality of patients with 
perforated ulcers and elevated serum amylase levels was found to increase as the 
value of the serum amylase rose. For the group of 840 perforators who had normal 
amylase readings the mortality rate was 10.6 per cent. For the group who had 
abnormal amylase levels there was a 32 per cent mortality. The factors of ab- 
dominal fluid spill, the duration of the perforation prior to surgical closure, and the 
size of the perforation were studied for their relationship to an elevated serum 
amylase. As the amounts of abdominal fluid increased, the duration of perforation 
lengthened and the size of the perforation increased, and the incidence of elevated 
serum amylase and the fatality rates increased in significant and sometimes dra- 
matic fashion. Although the marked increase in fatality rates for patients having 
high amylase levels with their perforation gives an ominous significance to this 
association, this is merely coincidental, since any one of the factors which favors 
the production of increased serum amylase is also a factor in increasing the mor- 
tality from perforated ulcer. Because of the high levels of blood amylase that may 
occur in perforated ulcer, there is no amylase level that can be considered diagnostic 
of acute pancreatitis. 32 references. 4 figures. 12 tables—Author’s abstract. 


To recognize acule pancreatitis whenever il occurs, a serum amylase must be deter- 
mined immediately, day or night, in every patient with upper abdominal pain. If 
this practice is faithfully carried out, some elevations of serum amylase will be en- 
countered which are not due to acule pancreatitis. In a recent survey about 1 patient 
in 9 with abdominal pain and an elevated amylase had an extrapancreatic lesion pro- 
ducing this elevation. Prominent among such lesions is perforated ulcer. The figures 
presented by this author show that in these cases the rise in amylase parallels the extent 
of peritoneal soiling by digestive juices. This is a useful concept. After intestinal 
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surgery, abdominal trauma, or sudden pain, an elevated amylase may signify leaking 
digestive juices rather than pancreatitis. Differentiating these two may be difficult, 
requiring roentgenograms and diagnostic paracentesis. It is quite clear that, before 
any elevation of serum amylase is attributed to acute pancreatitis, ali other causes for 
such elevations must be ruled oul.—Daniel Elliott. 


GENITOURINARY SURGERY 


228. Closed Renal Injury. UL. J. opIT, K. P. MC KENNA, AND D. E. NAIRN, Woodville, 
South Australia. Brit. J. Surg. 48:240-247, Nov., 1960. 


To examine the place of conservatism in the management of closed renal in- 
jury, the clinical course of 77 patients with this injury was reviewed in detail. 
Seventy-two of these patients had been treated without recourse to surgery. 
Included in this group were 2 patients presenting with anuria. Five patients were 
explored surgically, and in 3 a nephrectomy was performed. In only 1 was this 
procedure an emergency; this patient had intraperitoneal rupture without hema- 
turia. These cases are dealt with fully. Thirty-four patients from this series were 
available for follow-up study one to six years after injury. All but 1 patient re- 
mained well, and this patient’s ill-health was attributed to an unrelated cause. 
All these patients had good renal function (judged pyelographically), although 5 
showed obvious abnormality in their intravenous pyelograms. Attention was 
also paid to the possibility of hypertension as a complication, 1 young patient 
having developed hypertension since his injury. It was felt that this study sug- 
gested certain guides in the management of this injury. With an adequate level 
of care and resuscitation, surgical intervention is rarely required as an emergency 
procedure even when bleeding is prolonged. Evidence is offered to support the 
belief that the patient’s general condition, rather than pyelographic abnormality, 
should be the main reason for intervention, and that in consequence overrefinement 
of investigation in the acute phase of injury is not required and may even be 
harmful. Although statistically incomplete, it is the authors’ opinion that this 
review supports the role of conservatism in the management of this injury. 12 
references. 9 figures. 2 tables.—Author’s abstract. 


229. Ligation of the Hypogastric Arteries: Indications and Techniques. MARK I. 
TOBENKIN, DEAN L. W. MAWDSLEY, AND RUDOLPH OPPENHEIMER, San Fran- 
cisco, Calif. J. Urol. 85:636—642, April, 1961. 


It is suggested that bilateral ligation of the hypogastric arteries be performed 
routinely as a part of total cystectomy, and that it be considered in cases of mas- 
sive bleeding from the bladder or prostate that do not respond to more conservative 
measures. An extensive network of collateral circulation is present between the 
branches of the hypogastric artery and other branches of the aorta. As a result 
of this, ischemic complications to the colon and pelvic organs are rare following 
bilateral ligation of the hypogastric arteries. There are three surgical approaches 
to ligation of the hypogastric arteries: (1) Ligation through bilateral inguinal in- 
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cisions, least applicable to urologic surgery, (2) extraperitoneal ligation by retro- 
grade dissection through a midline lower abdominal incision, recommended for 
cystectomy when it is performed as a second operation following urinary diversion, 
and (3) transperitoneal ligation of the hypogastric arteries. When possible, liga- 
tion should be performed distal to the posteriorly originating superior gluteal 
artery. This may prevent claudication of the gluteal muscles. The most common 
complication of ligation of the hypogastric arteries is injury to the hypogastric 
veins that lie directly under the arteries. This is best avoided by retracting the 
artery upwards with plasma tubing and bluntly dissecting it off the vein. Greater 
care must be taken in dissecting out the left hypogastric artery to avoid injury to 
the colon and its blood supply. Heavy nonabsorbable ties are used; it is not 
necessary to divide the vessel. Impotence is to be expected following bilateral 
ligation of the hypogastric arteries. If there is a question of the adequacy of 
collateral circulation to the bowel, this may be tested by temporarily occluding 
the hypogastric artery proximally and then placing an 18 needle in it distal to the 
occlusion. If there is back-bleeding, then collateral circulation may be considered 
adequate. Bilateral ligation of the hypogastric arteries was performed through a 
transperitoneal approach in 2 cases of massive postprostatectomy bleeding with 
immediate cessation of massive bleeding in both. 17 references. 3 figures.—Author’s 
abstract. 


230. Clinical and Cineradiographic Evaluation of the Mathisen Ureterosigmoidos- 
tomy... JOHN M. MORRIS AND KRISTAPS J. KEGGI, New Haven, Conn., and New 
York, N. Y. Surg., Gynec. & Obst. 172:481—487, April, 1961. 


In studying the cloacae of birds, Mathisen noted small ureteral nipples that he 
concluded’ prevented reflux, and he described a technique for the surgical con- 
‘struction of such ureteral nipples. Analysis was undertaken of 22 patients in which 
modified ‘Mathisen ureterosigmoidostomies had been performed. Most of these 
patients represented cases of advanced gynecologic cancer. Although intracolonic 
pressures are considerably higher than intrapelvic pressures in the kidney, cine- 
radiographic ‘studies suggested that, with adequate valve action at the nipple, 
‘increased colonic pressure did-not appear to-affect’ ureteral-peristalsis. -However, 
in 3 of 15 renal units studied, reflux of barium was found on cinefluorography 
from the colon into the ureter. In this series, 3 patients who had a history of pos- 
sible late pyelonephritis, 2 with long-term nonprotein nitrogen elevations, and 1 
with persistent hyperchloremia showed ureteral reflux, suggesting that such reflux 
had a very unfavorable influence. In those patients with properly functioning 
nipples, the Mathisen procedure had no more complications than those reported 
after other methods and proved to be a very satisfactory technique on the whole. 
9 references. 8 figures. 1 table.—Author’s abstract. 


231. The Fate of Homografts and Prostheses of the Human Aorta. BELA HALPERT, 
MICHAEL E. DE BAKEY, GEORGE L. JORDAN, JR., AND WALTER 8S. HENLY, Hous- 
ton, Texas. Surg., Gynec. & Obst. 111:659-674, Dec., 1960. 


Structural alterations are recorded of 13 homografts of human aortas that were 
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in place from 24 to 80 months, and of 14 prostheses of human aortas that were in 
place from 3 to 43 months. The changes in the homografts were those of progres- 
sive attrition of the elastic fibers of the graft media, with gradual apposition from 
the outside of hyalinizing fibrous connective tissue with coarse collagenous bundles. 
Sparse remains of the homograft were observed even 80 months after implantation. 
The changes in the prostheses were those of progressive encasement by hyalinizing 
fibrous connective tissue. Whatever their longevity, homografts present dis- 
advantages in procurement and preparation. Whatever the disadvantages of 
prostheses, they are available and easier to handle and appear to serve the purpose 
as well as homografts. Although the ideal prosthesis is still to be found, the 
knitted Dacron prosthesis appears to be satisfactory in most instances. 18 figures. 
—Author’s abstract. 


232. Arterial Complications Incident to Cannulation in Open-Heart Surgery. THOMAS 
W. JONES, ROY R. VETTO, LOREN C. WINTERSCHEID, DAVID H. DILLARD, AND 
K. ALVIN MERENDINO, Seattle, Wash. Ann. Surg. 152:969-974, Dec., 1960. 


Over the last three years, 125 patients have been operated upon for intracardiac 
defects, aided by extracorporeal perfusion. During this period, 4 patients (3.2 
per cent) have died secondary to major arterial complications from the inflow 
arterial catheter. Two additional patients (1.6 per cent) suffered minor compli- 
cations. Thus, the over-all incidence of arterial complications has been 4.8 per 
cent. Two patients with congenital heart disease (6.0 per cent) died with basilar 
artery insufficiency, secondary to the use of the subclavian artery, with sacrifice 
of the ipsilateral vertebral artery. There have been no deaths due to arterial com- 
plications in the patients with congenital heart disease in which the femoral artery 
has been used for the inflow catheter, even in infants weighing 4 Kg. Thus, the 
femoral artery appears to be the vessel of choice in this age group. The remain- 
ing 2 patients, both more than 45 years of age, and with multivalvular acquired 
heart disease, died secondary to complications due to the arteriosclerotic changes 
in the femoral and iliac arteries. Thus, in the group of patients with acquired 
heart disease, there was an incidence of arterial complications from the inflow 
catheter of 6.6 per cent. Recommendations for preventing or minimizing these 
complications have been made. 5 references. 2 figures. 1 table—Author’s 
abstract. 


233. Rupture of Polytetrafluoroethylene Arterial Femoral Prosthesis. PAUL E. 
WALKER AND JOHN E. APPLEN, Staten Island, N. Y. J.A.M.A. 174:1860- 
1863, Dec. 3, 1960. 


Difficulties in storage and procurement of homografts and reports of aneurysm 
formation after their use have led most surgeons to use plastic prostheses as ma- 
terials of choice in arterial replacement and by-pass procedures. Polyethylene 
(Dacron) and polytetrofluorethylene (Teflon) are preferred by most surgeons. 
Woven polytetrofluorethylene has been preferred as our material of choice because 
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of its low porosity and its ease of handling. However, recently 2 cases of false 
aneurysm occurring in such material have been encountered. Both patients had 
similar femoropopliteal by-pass procedures for obliterative arteriosclerotic artery 
disease and were operated on within a period of five days. Both had satisfactory 
return of pulses and uneventful recovery. The first patient returned 544 months 
after surgery with a pulsatile mass in the midthigh, and the second 914 months 
afterwards but with pain in the anterior thigh for 244 months. In both patients 
re-resection and replacement of the aneurysmal segment was done. The first 
‘had an excellent result and return of pulses. The second had an initial good result, 
but this was later followed by thrombosis, infection, and amputation. The findings 
were almost identical in both, with a 7 to 8 cm. linear tear in the posterior surface 
of the graft in the midthigh and dense fibrous tissue encapsulation. There was 
dense thrombosis in the second. It is not known whether the later rupture of the 
graft material was due to structural alteration of the plastic fibers, or whether it 
occurred because of a minute manufacturing defect that had been present initially. 
9 references. 4 figures.—Author’s abstract. 


234. Intravenous Abdominal Aortography in Treatment of Abdominal Aortic An- 
eurysms. ISRAEL STEINBERG AND S. W. MOORE, New York, N. Y. J.A.M.A. 
175 :446—451, Feb. 11, 1961. 


_The Robb-Steinberg method of intravenous angiocardiography by rapid in- 
jection of concentrated organic iodides and precisely timed roentgenography has 
been standard for more than 20 years. Modification of the method by the simul- 
taneous, rapid injection of contrast media into both arms (total dose, | ml./Kg. of 
body weight divided equally into two syringes) resulted in visualization of the 
abdominal aorta and peripheral vascular tree in more than 300 patients. Predic- 
_ tion of the time of opacification of the abdominal aorta is accurately achieved by 
a.preliminary circulation time determination with dilute sodium dehydrochlorate. 
Inexpensive special needle stopcock units and syringes (12 gauge) and the use of 
standard roentgen equipment make the technique of abdominal aortography and 
peripheral arteriography readily available in the ordinarily well-equipped radi- 
ology department. The value of intravenous abdominal aortography and periph- 
eral arteriography in the diagnosis and treatment of abdominal aortic aneurysms 
is illustrated in 5 selected patients. 8 references. 5 figures.—Author’s abstract. 


235. Midcalf Amputation for Peripheral Vascular Disease. PAUL D. HARRIS, SEY- 
MOUR I. SCHWARTZ, AND JAMES A. DE WEESE, Rochester, N. Y. A.M.A. 
Arch. Surg. 82:381-383, March, 1961. 


Although the most commonly selected site of amputation of a gangrenous or 
arterially insufficient leg has been at a level above the knee, the midcalf amputation 
provides a more satisfactory rehabilitation and a more functional limb. Fifty- 
two patients, 31 of whom were diabetics, were studied to determine the feasibility 
of midcalf amputation and to investigate parameters that could aid in the pre- 
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dictability of primary healing. Twenty-four amputations were carried out for 
gangrene, 23 for ischemic ulcers, and five for foot pain. Seventy-five per cent of 
the patients had immediate or delayed healing, 19 per cent required further ampu- 
tation, and 6 per cent died. No correlation was found between the percentage of 
healing at the midcalf level and the presence of diabetes. Roentgenographic 
evidence of osteomyelitis with subsequent confirmation by pathologic sections did 
not influence the success of the procedure. Fifty per cent of the failures exhibited 
absence of pulse distal to the femoral and absence of calf oscillometrics. However, 
80 per cent of the successes had no pulses distal to the popliteal, and 30 per cent had 
no popliteal pulse. Two patients had primary healing when neither popliteal pulse 
nor calf oscillometrics were present. 7 references. 6 tables.—Author’s abstract. 


236. A Review of Seven Years’ Experience with Excision and Graft Replacement in 
150 Ruptured and Unruptured Aneurysms of the Abdominal Aorta. PAUL F. 
GRYSKA, GENE WHEELER, AND ROBERT R. LINTON, Boston, Mass. New Eng- 
land J. Med. 264:639-641, March 30, 1961. 


Surgical excision and replacement by graft of abdominal aortic aneurysms have 
now reached the state where this operation can be recommended for patients with 
asymptomatic aneurysms. The mortality rate for elective excision and graft 
replacement in 124 abdominal aneurysms was 9.6 per cent; in the last 24% years 
6.1 per cent of 66 patients died in the immediate postoperative period. This is in 
striking contrast to a mortality rate of 58 per cent for similar surgery in 26 cases 
of aneurysmal rupture. Rupture of an abdominal aortic aneurysm produces a 
recognizable clinical syndrome consisting of excruciating pain, hypotension, and a 
pulsating abdominal mass. When the diagnosis can be made, it should be con- 
sidered an obligatory emergency where 40 per cent of patients may be saved. The 
widely separated mortality rates of elective versus ruptured aneurysms of the 
abdominal aorta create a strong argument in favor of recommending surgery for 
patients with asymptomatic aneurysms prior to rupture. 2 references. 2 tables.— 
Author's abstract. 


ORTHOPEDIC SURGERY 


237. Neonatal Sciatic Palsy from Injection into the Umbilical Cord. N. E. SHAW, 
London, England. J. Bone & Joint Surg. 42B:736-741, Nov., 1960. 


Three cases of neonatal sciatic palsy were reported in two sets of twins. The 
classical features of the condition were present in each case. All the babies were 
delivered by caesarian section and suffered from asphyxia pallida at birth, and an 
injection of nikethamide (1 ml.) was administered into the umbilical cord. Shortly 
afterwards, a mottled purplish discoloration was observed over the skin of the 
left lower limb and buttock, and the skin of the left iliac fossa. A left foot drop 
was also present. In 1 baby, the condition progressed to massive gangrene of the 
parts supplied by the femoral and internal iliac arteries and the child died. Ina 
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second baby, a pericolic abscess developed in addition to the foot drop and the 
abscess was drained. This child still had a sciatic palsy but in other ways had 
made excellent progress. The third baby made a complete recovery. Similar 
cases have been described by Fahrni and Mills. McFarland had suggested that the 
condition might be caused by the injection of nikethamide into the umbilical 


artery instead of the umbilical vein, so that the analeptic was distributed through 


the internal iliac and femoral arterial tree and caused spasm of these vessels. This 
explanation was certainly in accordance with the clinical findings in the cases 


presented. 17 references. 2 figures.—Author’s abstract. 


238. Effect of Induced Arteriovenous Fistula on Leg Length: 10 Year Observations. 
JOSEPH M. JANES AND W. KENNETH JENNINGS, JR., Rochester, Minn. Proc. 
Staff Meet., Mayo Clin. 36:1-11, Jan. 4, 1961. 


The length of the leg can be increased in most immature dogs by induction of 
an arteriovenous fistula between the external iliac vessels. This procedure was 
applied to 53 children with a shortened lower extremity. In 11 patients, creation 
of the fistula (femoral) has been too recent for proper evaluation. Of the other 
42 patients, 72 per cent experienced either a decrease or no change in the dis- 
crepancy in length of the two legs, whereas 28 per cent had an increase in dis- 
crepancy. None of the fistulas has had to be repaired because of cardiac compli- 
cations. Complications so far have been the spontaneous closure of two of the 
fistulas; in each instance, a new fistula has been created that has functioned satis- 
factorily. The maximal discrepancy in length of the two legs overcome during a 
four year period has been 4 cm. When induction of a fistula has been combined 
with a stapling procedure, the maximal discrepancy overcome has been 4.9 cm. 
Stapling of the epiphyses about the knee has been done in 6 cases. In the 14 
patients whose fistulas have been closed, the leg lengths became equal in four, 
whereas the discrepancy was reduced in 4 and increased in 6. The fistula prefer- 
ably should be induced between the ages of 8 and 10 years and should be allowed 
to remain for four to six years, provided there are no cardiac or local indications 
for its closure. Most patients have experienced some enlargement of the circum- 
ference of the leg on the side of the fistula. This has not been unwelcome in pa- 
tients having an atrophied calf as the result of poliomyelitis. 

Although this report covers a 10 year period of observation, final assessment of 
the method must still be held in abeyance. The technical difficulty of closing the 
fistula may be such as to render the method unjustifiable, considering the amount 
of equalization in leg length that may be expected. We have not considered in- 
ducing an arteriovenous fistula for a shortened upper extremity. 12 references. 
3 figures. 3 tables.—Author’s abstract. 


In a child 8 or 10 years of age, there are other established methods of correcting leg 
length discrepancy which have proved their worth and carry a minimal risk to the 
patient. It would appear, therefore, that the induction of an arteriovenous fistula for 
attempted correction of such abnormalities will have a very limited application.— 
H. R. McCarroll. 
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239. Prevention of Thrombo-Embolic Complications in Orthopaedic and Accident 
Surgery. R. TUBIANA AND J. DUPARC, Paris, France. J. Bone & Joint Surg. 
43B:7-15, Feb., 1961. 


The gravity, both vital and functional, of thromboembolic complications led 
the authors to devise a means of prevention comprised of a system of selecting the 
patients most threatened by thromboembolism and the use of anticoagulants, the 
mode of administration of these having been determined by their experience with 
more than 5000 patients. Laboratory tests to detect the threat of thrombosis have 
proved disappointing. A study of predisposing factors in the individual or factors 
relating to injury or operation is described, which seems to indicate which patients 
are likely to develop venous complications. With regard to treatment, prophylactic 
vein ligatures have proved to be unreliable. Preventive anticoagulant treatment 
with dicoumarine derivatives is the treatment of choice. Regular laboratory con- 
trol is needed to permit appropriate dosage and eliminate the risk of thrombosis, 
which may occur when insufficient quantities are given, or the risk of hemorrhage, 
which may occur if doses are excessive. These measures resulted in a considerable 
reduction of the risk of thrombotic complications. 7 references. 1 figure. 9 
tables.—Author’s abstract. 


There is still reasonable doubt regarding the efficacy of or the need for prophylactic 
anticoagulant therapy in orthopedic surgery, and reserving this type of management 
for the patient who has developed evidence of significant thrombophlebitis is acceptable 
lo many surgeons.—H. R. McCarroll. 


240. The Broken Scaphoid Bone: The Case Against Pessimism. P. 8. LONDON, 
Birmingham, England. J. Bone & Joint Surg. 43B:237-244, May, 1961. 


It is widely believed that fractures of the scaphoid bone of the wrist often fail 
to unite and also that nonunion is a serious and disabling condition. In addition 
to reviewing series reported in the literature, including about 1000 cases, the 
author reviews 300 fresh cases treated at the Birmingham Accident Hospital. 
Published literature and experience suggested that, properly treated, about 95 
per cent of fresh fractures united. The policy described by the author is treating 
the wrist rather than its radiological appearance. Two thirds of the patients were 
in plaster for less than two months and only one tenth for more than three months. 
In a number of cases, although the fracture was still clearly shown when the wrist 
came out of plaster, union occurred without further treatment over the course of 
the next 12 or 18 months. The author questions the need for and the effect of 
prolonged immobilization in plaster. Sixty cases of established nonunion are 
reviewed. All patients except 4 presented complaining of discomfort following 
injury or overuse. All except 11 returned to work after two to four weeks’ rest in 
plaster or strapping. The 11 were operated on in one way or another. Fresh 
fractures and nonunion arising while patients were under supervision were each 
equally distributed between the two wrists. Established nonunion, however, was 
seen twice as often in the right wrist as in the left. The author concludes that non- 
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union is not itself a cause of symptoms but that it renders the wrist vulnerable. 
The disability following injury of such a wrist is usually transient and responds to 
rest. Osteoarthritis increases with the duration of nonunion but may well be 
absent after 20 or 30 years. The patient’s symptoms and the degree of osteo- 
arthritis can vary independently. 29 references. 12 figures. 3 tables.—Author’s 
abstract. 


In spite of this report, it is still advisable to adequatly immobilize a fracture of the 
carpal scaphoid bone in a plaster cast until there is evidence of heavy union from a 
roentgenographic standpoint.—H. R. McCarroll. 


241. An Experimental Study of the Radiocarpal Joint by Arthrography. 1. KESSLER 
AND Z. SILBERMAN, Tel-Aviv, Israel. Surg., Gynec. & Obst. 112:33-40, 
Jan., 1961. 


Various clinical signs are known to persist after wrist injuries not connected 
with bone lesions. Similar signs may occur also after fractures in the neighbor- 
hood of the wrist in spite of clinical and roentgenographically demonstrated union. 
In order to find the reason for a persistent wrist disability in such cases, a study 
of the radiocarpal joint was performed by filling it with contrast solution. The 
theoretical assumption for this investigation was that there is a possibility of 
damage to the joint ligaments, to the bone cartilage, or to the triangular disc. 
This damage cannot be determined by regular roentgenographic examination; 
introduction of one roentgenographic contrast medium renders this determination 
possible. Sixty wrist joints of anatomic specimens were studied by arthrography. 
The normal arthrographical picture was seen as a continuous even line between the 
articuiar surfaces of the radius, triangular disc, and bones of the proximal carpal 
row. At the ulnar end of the contrast line, a pea-sized filling of a recess or bursa 
was observed. This finding was considered to be related to a calcified process 
appearing occasionally at the same location and described as calcification about the 
flexor carpi ulnaris tendon. Contrast arthrographies were performed also in 24 
cases selected at random among patients with uncertain complaints that fcilowed 
wrist injuries with or without lesions of the bones. Two to three ml. of 35 per 
cent iodopyracet was injected between the distal border of the radius and the 
bones of the proximal carpal row after the introduction (as a test) of 1 per cent 
procaine hydrochloride. The roentgenograms were performed in four positions: 
anteroposterior, posteroanterior, oblique, and lateral. In accordance with the 
results after arthrographies the following conclusions can be summarized: Pene- 
tration of the medium through the articular disc into the lower radioulnar joint, 
especially in young patients, indicates lesion of the disc and adds to understanding 
the complaints in uncertain cases; penetration of the solution into the intercarpal 
joint was not considered to be a sign of rupture of the intercarpal ligaments; thick- 
ening of the contrast line in the respective place of a particular bone indicates 
damage of its articular surface and reveals post-traumatic intra-articular changes 
before they can be detected in a plain roentgenographic examination. 7 refer- 
ences. 9 figures. 2 tables.—Author’s abstract. 
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This is of considerable interest, but it seems doubtful that such a procedure will be 
of great practical importance.—H. R. McCarroll. 


242. Shoulder Arthrography. ROBERT L. SAMILSON, ROBERT L. RAPHAEL, LAWRENCE 
POST, CHARLES NOONAN, EVELYN SIRIS, AND FRANK L. RANEY, JR., San Fran- 
cisco, Calif. J.A.M.A. 175:773-778, March 4, 1961. 


Contrast arthrography of the shoulder joint is a useful procedure in the graphic 
demonstration of soft tissue lesions not apparent on ordinary roentgenographic 
films. More than 125 shoulders have been studied by injecting water-soluble 
radio-opaque dye into the joint cavity. Arthrographic findings have paralleled 
the results of clinical examination and have been confirmed surgically in all those 
patients who came to operation. The method may be done on an outpatient basis 
and supplies useful information in rotator cuff tears, soft tissue lesions associated 
with shoulder dislocations, tears of long head of biceps, transverse bicipital liga- 
ment tears, and frozen shoulders. No infections have resulted from arthrographic 
injections performed by this technique. The normal joint recesses are described 
in detail and are contrasted with alterations seen in the soft tissue lesions men- 
tioned. A permanent record is produced that has been found to be of assistance 
in industrial and personal injury cases. The method is a useful investigative tool 
in ascertaining information about soft tissue lesions of the shoulder. 8 references. 
9 figures. 2 tables.—Author’s abstract. 


243. Heterotopic Ossification in Paraplegia: A Clinical Study. M. DAMANSKI, 
Southport, England. J. Bone & Joint Surg. 43B:286-299, May, 1961. 


A review of 273 patients with traumatic and nontraumatic paraplegia and tetra- 
plegia showed an average incidence of heterotopic ossification in 29 per cent of 
cases. Heterotopic ossification is modified true bone; two forms occur: (1) Hetero- 
topic ossification which is closely contiguous to the skeletal bone and connected to 
it by a few bony projections, but not continuous with it. This form is most often 
encountered either at the greater and the lesser trochanters on one side, or at the 
outer aspect of the os ilium and/or the os ischium on the other. If the new bone 
appears on both sides, the two sections assume a stalactite-stalagmite appearance 
and may finally join each other. In that case, the result is an extraarticular anky- 
losis of the unchanged hip joint. Another site of predilection is the distal epiphysis 
of the femur, its medial condyle, and the patella tendon. If there is an upward 
diaphyseal extension, it has a spongy appearance. (2) This form consists of long 
needles or blades inside the muscle, with no connection whatever with the skeletal 
bone. The sites of predilection are the m. gluteus medius, the adductors, the 
pectineus, the quadriceps femoris, and the tensor fasciae latae. 

The disease occurs in neglected patients, never in those who are correctly man- 
aged from the very onset of paralysis. The affected patients display hypoprotein- 
emia, anemia, severe urinary infection, and pressure sores, and often do not re- 
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ceive adequate physiotherapy. The inference is that these are the factors re- 
sponsible for formation of heterotopic ossification. Heterotopic ossification of the 
shoulder girdle and the upper limb is rare and seen exclusively in patients with 
incomplete tetraplegia produced by hyperextension of the cervical spine who do 
not receive enough physiotherapy in the stage of painful reaction of the joints. 
There is no treatment of heterotopic ossification except prophylaxis, as explained 
earlier. In some cases of fixed contracture of the hip, amputation of the leg by 
disarticulation at the hip joint may be necessary to relieve the patient’s discom- 
fort. 38 references. 20 figures. 2 tables.—Author’s abstract. 


Heterotopic ossification of this type occurs in conjunction with connective tissue, 
secondary to trauma or connective tissue degeneration, or in coniunction with a hema- 
toma which may have resulted in turn from injury to soft tissues in the handling and | 
care of these patients. This complication has been known to occur in patients in whom 
an attempt has been made to furnish excellent care and correct management.—H. R. 
McCarroll. 


244. The Mechanical Disturbances Resulting from Lumbar Disc Space Narrowing. 
L. M. JONCK, Pretoria, South Africa. J. Bone & Joint Surg. 43B:362-375, 
May, 1961. 


The lumbar spines of 420 Bantus were carefully dissected after radiographic 
examinations. Frozen sagittal, coronal, and horizontal sections (60 4) were made 
of the intervertebral disk and studied by means of light reflection. In this investi- 
gation one was impressed by the close relationship that exists between the con- 
stituent parts of the intervertebral disk and the surrounding supporting structures. 
The essential structure in the spinal mechanism which is responsible for the main- 
tenance of a co-ordinated balance between the different structures and hence the 
effective mechanism of the spine is the nucleus pulposus. Due to the hydrostatic 
properties of the nucleus pulposus, the compressive force to which a disk is sub- 
jected is partly converted into hoop tension and partly into a compressive force, 
which are transferred respectively by the annulus fibrosus and nucleus pulposus 
to the next vertebra. The cruciate arrangement of the annulus fibrosus is related 
to spinal function, and the angle of intersection of consecutive laminae of the 
annulus fibrosus is more or less constant. Narrowing of a disk is a progressive 
process which is the result of the disturbances in the balance between the com- 
ponents of the force to which a disk is subjected. The process is initiated by the 
loss of nucleus pulposus content. With the approximation of two adjacent verte- 
bra, the most likely structures to cause pressure on the nerve root are the superior 
articular processes with their overlying ligamentum flavum, rather than the disk 
itself. 18 references. 19 figures.—Author’s abstract. 


The author fails to mention that the pile-up of fibrous tissue about this point of 


mechanical derangement may also be a major factor in local nerve root compression.— 
H. R. McCarroll. 
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245. Venous Thrombosis and Pulmonary Embolism. A Clinico-Pathological Study 
in Injured and Burned Patients. SIMON SEVITT AND NIALL GALLAGHER, Bir- 
mingham, England. Brit. J. Surg. 48:475-489, March, 1961. 


This study was stimulated first by the common finding of fatal pulmonary em- 
bolism at necropsy, often in patients in whom it had not been suspected, and 
second by the frequent finding at routine necropsy of venous thrombi in the deep 
veins of the thigh and/or calf even in patients without prior symptoms referable to 
the lower limbs. The report was based on three interrelated investigations: (1) 
Venous thrombosis as found at necropsy by laying open the main veins of the 
pelvis, thighs, and calves of unselected necropsies of patients who had had neither 
pulmonary embolism nor clinical deep vein thrombosis; (2) pulmonary embolism 
studied clinically and also at necropsy by dissecting the pulmonary arterial tree; 
(3) a combined clinical and pathological study on venous thrombosis and pul- 
monary embolism in cases with fractured hips from admission onwards. At 
necropsy, deep vein thrombosis in the lower venous tree was found in 65 per cent 
of 125 subjects (without embolism) dying after injury or burning. Pulmonary 
embolism was present in 20.3 per cent of 468 necropsies after injury and in 5.5 
per cent of 163 after burns; in the great majority it caused or seriously contributed 
to death. More than 1 per cent of patients admitted to the Birmingham Accident 
Hospital have died of pulmonary embolism. All the patients with pulmonary 
embolism had deep vein thrombosis. 

Venous thrombosis is mainly related to age and survival period (bed rest), and 
its frequency is particularly high (75 to 90 per cent) in middle-aged and elderly 
patients who die after having been confined to bed with an injury for more than 
a few days. The highest necropsy frequency of embolism (46 to 60 per cent) was 
in those dying after a fractured femur or tibia, mainly because these are middle- 
aged and elderly subjects who survive long enough for deep vein thrombosis to 
develop. The nature of the injury has little direct influence on thrombosis. 
Thrombi were usually bilateral when present, even in cases with unilateral lower 
limb injury, but in most cases they were symptom-free. Thrombosis can occur 
independently in veins of the calf, thigh, and pelvis, but thrombi in the calf veins 
and in the iliofemoral channel are most frequent. Various combinations of throm- 
bosis occur; these indicate that thrombi begin to form in one or more of six inde- 
pendent sites, namely, soleal veins, posterior tibial veins, popliteal vein, deep 
femoral vein, common femoral vein, and the iliac vein, usually the external iliac. 
Venous stasis from recumbency, immobility, and age, together with the peculiar- 
ities of venous anatomy, decide where thrombi begin to form. Nearly half the 
cases of pulmonary embolism occurred within two weeks of injury, but fatal 
embolism continued to happen for three or four months. Many cases were un- 
suspected during life so that clinical estimates of frequency err on the lower side. 
Various clinical pictures of fatal embolism were revealed by the clinicopathological 
study of a special series with fractured hips, namely, sudden collapse and death, 
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gradual deterioration of a pneumonic-like syndrome, acute congestive cardiac 
failure, and acute hypotension. The risk of fatal embolism in those with diagnos- 
able thrombosis was about 25 per cent (although the emboli often come from the 
other limb), and was calculated to be about 10 per cent in those with silent throm- 
bosis. Half the cases of fatal embolism are not preceded by warning signs in the 
limbs; this indicates the necessity for prophylaxis with anticoagulant drugs against 
venous thrombosis and hence pulmonary embolism. 22 references. 11 figures. 
17 tables.—Author’s abstract. 


The authors have proved again that venous thrombosis and the resultant pulmonary 
embolism are important causes of morbidity and mortality in injured patients. The 
prevention oj thrombotic complications involves methods of therapy other than the 
administration of anticoagulants. Positioning of the bed to augment venous return 
and active exercises are apparently effective when applied diligently. Ligation of the 


superficial femoral vein is still the surest way of preventing embolism from an ez- 
tremity—Conrad R. Lam. 


MISCELLANEOUS 


246. Snake Bile: Treatment by Isolation Perfusion Technique. JAMES BORDEN, 
ERIC W. FONKALSRUD, VICTOR D. NEWCOMER, DONALD B. ROCHLIN, AND WIL- 
LIAM P. LONGMIRE, JR., Los Angeles, Calif. Surgery 49:303-307, March, 1961. 


The existing methods of therapy for snake bite are controversial and are not 
satisfactory because of the morbidity associated with severe necrotizing local re- 
action. Since 98 per cent of snake bites are on the extremities, an evaluation of 
isolation perfusion techniques was carried out using antivenin in the perfusate. 
Three minimum lethal doses of pooled rattlesnake venom were injected subcu- 
taneously into the distal part of the hind leg of mongrel dogs. A tourniquet was 
applied, and after varying periods of time the femoral vein and artery were can- 
nulated by means of a needle puncture. Antivenin was injected distally into the 
arterial cannula by means of a syringe, and equal aliquots of blood were concom- 
mitantly removed through the venous cannula. Following perfusion, the system 
was washed with whole blood. After perfusion, no further extension of edema or 
local hemorrhage occurred. During the early postoperative period, the dogs were 
alert and progression of the local proteolytic reaction was halted. The isolation 
perfusion technique with antivenin in the perfusate markedly improved the mor- 
tality and morbidity statistics in the experimental group as compared to the 
control animals. Clinical evaluation of this technique is now in progress. 7 refer- 
ences. 1 figure. 2 tables.—Author’s abstract. 


247. Intestinal Gangrene Associated with Heart Disease. ROBERT L. BERGER AND 


JOHN J. BYREN, Boston, Mass. Surg., Gynec. & Obst. 112:529-533, May, 
1961. 


The records of 110 autopsied cases of massive bowel infarction due to primary 
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vascular causes were examined. In 23 of these, in spite of careful dissection of the 
vascular trees, the anticipated occlusive lesions could not be found. Upon further 
analysis it became apparent that over 90 per cent of the patients with nonocclusive 
bowel infarctions were suffering from congestive heart failure. Because of the fre- 
quent coexistence of these two diseases, it is postulated that in congestive heart 
failure compensatory vasospasm in the splanchnic bed may be powerful enough to 
produce frank gangrene of the bowel. It is furthermore suggested that the appear- 
ance of abdominal pain in congestive heart failure may signify impending bowel 
infarction and warrants careful appraisal. Vigorous treatment of the cardiac 
failure may in itself reverse early infarction. Antibiotics are known to prolong 
survival of compromised bowel. Intestinai intubation eliminates circulatory em- 
barrassment secondary to bowel distention. Vasopressor agents should be used, if 
at all, cautiously. If the abdominal symptoms and signs progress, emergency 
laporotomy, if at all feasible, is indicated. Promising results have been attained 
by the injection of procaine into the root of the mesentery, and, therefore, this 
procedure deserves serious consideration in the treatment of functional infarction 
of the bowel. 6 references. 3 figures.—Author’s abstract. 


Hardy has recently suggested that nonocclusive bowel infarctions of this type may 
be associated with high catecholamine.—M. M. R. 


248. Control of Hemophilic Bleeding: A Report of Two Cases Utilizing Autogenous 
Skin Grafis. JAMES E. MC KITTRICK, Santa Barbara, Calif. Ann. Surg. 154: 
48-52, July, 1961. 


Attainment of hemostasis in even a trivial open wound in a severe hemophiliac 
may present extreme difficulties. In only two instances have skin grafts been used 
to control hemorrhage. This paper reports 2 cases in which autogenous skin 
grafts were successfully used to control persistent hemorrhage in hemophilic pa- 
tients. The patient in case 1 presented with a gun shot wound of the hand which 
filled with granulation tissue but continued to bleed. After 28 whole blood trans- 
fusions, he was finally skin grafted with a split thickness autogenous graft from the 
thigh. Bleeding ceased. The patient in case 2 had uncontrollable capillary 0oz- 
ing from a cut-down site in the right shoulder. He received 78.5 liters of fresh, 
frozen plasma, 1.5 liters of packed red cells, and 9.5 liters of whole blood before 
capillary oozing was controlled by a split thickness autogenous skin graft. The 
prospect of hemorrhage from the donor site has been a strong deterrent to the use 
of autogenous skin grafts in the hemophiliac, but this did not materialize in the 
previously reported cases or in our cases. Although the occasion when skin grafting 
can be used is infrequent, it now appears that this operation can be performed with 
relative safety. Because a later procedure is necessary, homografting seems less 
desirable. 7 references. 1 figure.—Author’s abstract. 


This is a fascinating paper. Although it may seem incongruous that the donor 
sites do not bleed, apparently they do not. This is worth a trial after confirmation 
elsewhere-—Henry N. Harkins. 
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249. The Use of Low Molecular Weight Dextran and Serum Albumin as Plasma 
Expanders in Extracorporeal Circulation. DAVID M. LONG, JR., LUIS SANCHEZ, 


RICHARD L. VARCO, AND C. WALTON LILLEHE!, Minneapolis, Minn. Surgery 
50:12-28, July, 1961. 


Low molecular weight dextran substituted for whole blood in extracorporeal cir- 
culation prevented, under the conditions of the experiments, the intravascular 
aggregation associated with prolonged cardiopulmonary by-pass in canines and in 
human beings. In addition, there was significantly less hemolysis and less decrease 
in platelets, findings interpreted as evidence for protective effects upon the blood 
corpuscles. The use of similar volumes of serum albumin did not provide signifi- 
cant protection against intravascular aggregation or corpuscular destruction when 
compared with a control series of patients. Patients undergoing open heart surgery 
were divided into three groups by a blind control method of selection. One group 
served as controls and received only fresh heparinized blood as a priming volume 
in the oxygenator. In the second and third groups, 10 per cent low molecular 
weight dextran (average molecular weight, 40,000) and 5 per cent normal human 
serum albumin respectively replaced part of the priming volume in a dosage of 20 
ml./Kg. of body weight. Comparison of preoperative and postoperative results 
indicated the dextran was superior to human serum albumin as a blood substitute 
in extracorporeal circulation. The administration of this dextran preparation and 
serum albumin under these conditions proved to be safe, and no adverse reactions, 
such as abnormal bleeding or allergic reactions, were observed with either sub- 
stance. Low molecular weight dextran is now utilized routinely in open heart 
surgery in this clinic and has subsequently been used to replace blood entirely as 
the priming fluid in the pump oxygenator in selected patients. 31 references. 7 
figures. 8 tables.—Author’s abstract. 


BOOK REVIEWS 


Nierenkrankheiten. ¥. neuBI. Bern, Switzerland. Verlag Hans Huber, 1960. 
758 pp. 173 illus. 108 tables. 88 DM. 


Dr. Reubi’s book on kidney disease is the first extensive new treatment of the 
subject to appear in many years. German and French editions are available. 
The book is very complete, well organized, and has excellent bibliographies at the 
end of each section. It should serve as an excellent reference book for the clinician 
and investigator working in the kidney field. The interrelationships between 
kidney disease and hypertension are particularly well covered. The author’s own 
extensive experience in this field is well presented.—Belding Scribner. 


Fetal Electrocardiography: The Electrical Activity of the Fetal Heart. s. D. LARKS. 
Springfield, Ili. Charles C Thomas, 1961. 109 pp. 70 illus. $6.50. 


This monograph represents the first volume on the subject of fetal electro- 
cardiography. Its deficiencies and excesses are therefore the more to be regretted. 
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The early chapters present a brief review of history, embryology, electrophysiology, 
and cellular electrochemistry. The author includes, in an erratic fashion, formulas 
and diagrams, frequently without definition of terms, which is frustrating to the 
serious reader. To a beginner in the field, more information about the character- 
istics of recorders would be helpful. The suggestion is made that fetal electro- 
cardiography will contribute to our knowledge of organogenesis and teratology, 
yet the earliest recording obtained has been at 11 weeks, at which time the con- 
duction system—and probably the entire heart—is completely formed. Also, 
the author states that congenital heart disease can be diagnosed and that the 
cardiovascular surgeon might be alerted! This from a single lead electrocardiogram 
of uncertain orientation to the fetal body, with a high noise level, and indistinguish- 
able P and T waves. The incontrovertible value of the fetal electrocardiogram is 
in establishing fetal life, multiple pregnancy, and in following the fetal heart rate 
in situations where auscultation is impossible. The author presents this well, with 
excellent illustrations. However, subsequent editions would benefit greatly by 
having a co-author, such as a cardiologist or pediatrician, to more fully exploit 
the technique without hyperbole-—Warren G. Guntheroth. 


Atlas of Anatomy and Surgical Approaches in Orthopaedic Surgery: The Lower Ex- 
tremity, vol. 2. RODOLFA COSENTINO. Springfield, Ill. Charles C Thomas, 1961. 
264 pp. 139 illus. $14.00. 


No adjectives are adequate to describe this text. Volume 2 is as well prepared 
as volume 1, which was concerned with the upper extremity. 

Anatomy is a subject that can best be learned in the dissecting room. No draw- 
ing or narrative text can possibly substitute. Yet few have time for the pains- 
taking dissection showing the details of anatomy depicted in this work. The 
text presents the subject in two forms: first, photographs of methodical anatomical 
dissection, well labeled, with minimal description highlighting important relation- 
ships, and shadow contrast, at times, to impart a three dimensional effect; second, 
discussions presenting the classical surgical approach to each area. For example, 
one can study the text on the dissection of the hip, and then in a few pages review 
pictorially the anterior, lateral, and posterolateral surgical approaches. The 
thigh, knee, leg, ankle, and foot receive similar treatment. Especially helpful is 
the detailed dissection of the lumbar and sacral plexus. 

This is a text that every student of anatomy would want to own. It is highly 
recommended for medical] students, residents, and surgeons.—D. K. Clawson. 
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ACIDOSIS 
—recovery from acute renal failure and 
acidosis in sickle-cell disease, 64 
ADRENALECTOMY 
—for breast cancer, 98 
ADRENAL GLANDS 
—congenital adrenal hyperplasia producing 
female hermaphroditism with phallic 
urethra, 61 
—syndrome of mineralocorticoid excess: 
aldosteronism, 116 
ALCOHOL 


—mechanism of stimulation of acid secre- 
tion by, 25 
38, 178-ANDROSTANEDIOL 
—in treatment of advanced mammary 
cancer, 98 
ANEMIA 
—associated with dilated blind segments of 
small intestine after side-to-side anas- 
tomosis, 213 
—recovery from acute renal failure and 
acidosis in sickle-cell disease, 
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—results of treatment of ruptured intra- 
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ANTIBIOTICS 
—regional perfusion with, in treatment of 
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—in treatment of esophagitis plus hiatal 
hernia, 101 
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—abdominal excision and graft replacement 
in aneurysms of, 227 
—antegrade aortography in diagnosis of 
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—fate of homografts and prostheses of, 224 
—gastrointestinal hemorrhage after ab- 
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—healing complications with plastic ar- 
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—late occlusion of femoral and popliteal 
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surgery, 156 
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BLOOD—See also Anemia; Plasma. 
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—changes in blood coagulation due to per- 
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animals, 110 
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operative management of genitouri- 
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—-cytologic method of diagnosis of carci- 
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treatment, 216 
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—carotid grafts, 30 
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—thromboembolic complications following 
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surgery, 90 
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—clinical use of intravenous fat emulsions, 
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—new fertility predictive test 
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—effects of cancer chemotherapeutic agents 
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—hydramnios and congenital anomalies, 38 
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—fibrinolytic agents in surgical practice, 
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—management of greater 
multangular, 1 
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treatment, 216 
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—external fistulas from, 103 
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—complications of temporary tube, 102 
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—cholecystostomy in aged, 219 
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—validity of reports of penicillin-resistant, 
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GOUT 
—gout, familial hyperuricemia, and renal 
disease, 115 
GRAFTS 
—autogenous skin grafts in control of 
hemophilic bleeding, 235 
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—excision and graft replacement in aneu- 
rysms of abdominal aorta, 227 
—fate of homografts and prostheses of 
human aorta, 224 
—intact lung for closure of full-thickness 
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—nerve, for repair of defects in facial 
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—emboli in surgical treatment of mitral 
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—changes in blood coagulation due to per- 
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—subdural, in children: fate of children 
with retained membranes, 190 
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—autogenous skin grafts in control of 
hemophilic bleeding, 235 
a esophageal varices in children, 


—experimental method for locating source 
of intestinal bleeding, 211 

—hiatus hernia: cause of gastrointestinal 
hemorrhage, 146 

—intra-arterial transfusion in hemorrhagic 
shock, 58 
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—aa for bleeding duodenal ulcer, 


—vagotomy, pyroplasty and suture for 
bleeding duodenal ulcers, 212 
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—postoperative, 93 
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—esophagitis plus: treated with hernial re- 
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HIP 
—congenital dislocation of hip: conserva- 
tive treatment, 114 
HORMONES 
—elective induction of labor with oxytocin 
and amniotomy, 44 
—feedback principle in elective induction 
of labor with oxytocin drip, 45 
—suppression of lactation: advantages of 
immediate parenteral administration 
of androgen-estrogen, 47 
HYDRALAZINE 
—poisoning with: review of literature and 
autopsy study of person with massive 
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HYDRAMNIOS 
—congenital anomalies and, 38 
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—caused by fibromuscular hyperplasia of 
renal arteries, 166 
—portal: study of, 157 
—trenal revascularization for, 32 
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—as anesthesia substitute, 85 
HYPOTENSION 
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HYPOTHERMIA 
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during total cerebral arterial occlusion 
and hypothermia: effect on cerebral 
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—as therapeutic adjunct in management of 
bacteremic shock after urological sur- 
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—for genital prolapse, 59 
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colonic replacement of esophagus, 24 
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—intestinal obstruction following total 
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—pathogenesis of segmental enteritis, 103 

—surgical treatment of coexisting regional 
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—pregnancy complicated by solitary pelvic 
kidney, 39 

—tecovery from acute renal failure and 
acidosis in sickle-cell disease, 64 
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—tlective induction of labor with oxytocin 
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